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WITH VITAMINS IN WATER, provides more than 10 times 


EVANSTON, ILLINOIS 


plus twice as many calories 
equal infusion time and 
equal fluid volume 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asia 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


yy ® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


® Safe... nonirritating . . . nonsensitizing. 
®@ Cherry flavored . . . pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
**dumping”’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceuticol Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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Tho Nasal Medication of Choice 


Pics of many PHYSICIANS and their 


+ Wh PATIENTS 
RHINALL 
Contains NO Antibiotic Both 

The nose is lined with ciliated %%, 
4 epithelium with an overlying moving ¥ 
* blanket of mucus that clears the nose 


CHILDREN 


“44 of foreign matter every 10 minutes. 

4 The ‘common cold’ is caused by a % and 

%} virus infection for which we have no =? 

effective medication. 

When secondary infection occurs, ADULTS 
7 the offending bacteria are within the S 

membrane — not on the surface. 

“4 Medication applied locally is partly Se 

§} diluted and partly carried out by the » 

moving blanket of mucus. 


a Antibiotics must reach the sub- 
¥ mucosa in sufficient concentration 
+4 and stay in contact with the offend- 
‘3 ing bacteria a sufficient length of 


Mucus > 


ss time to be effective . . . and the af 
{ risk of sensitization is always present. & * 
VENTILATION and DRAINAGE Submucosa where 


(Vaso-Constriction) (Stimulation of Cilia) 


infection lies |< 


"tos 


a the ‘SINE QUA NON’ of 
Nasal Therapy gi? 
ee 


RHINALL 


NOSE DROPS 
EFFECTIVE 


je PLEASANT TO USE 
+. and for Convenience 
NO AFTER REACTION 


NO RISK OF 


NOSE DROPS 


Ethical Specialties for the Profession 


R 
on 


RHINOPTO COMPANY 
Dallas 


Manutacturers 


RHINALL NOSE DROPS 


1-oz. Bottle with Dropper 


3 
$4 ™ 
fs 
# 
Nasal Ciliated Epithelium 
pra’ 
NASAL 
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terminates acute attacks—often in 20 minutes 
prevents recurrences—half-strength suppository 2 or 3 
times daily 

safe—avoids the hazards of parenteral medication 
effective—acts even in epinephrine-fast patients 
stable—special nonreactive base* avoids deterioration, hod 
ae ensures full therapeutic effect 


*melts at body temperature 


Supplied: Boxes of 12, full strength —aminophyl- 


/\) line 0.5 Gm. (gr. 74), sodium pentobarbital 0.1 Gm. 
(gr. 114). Also available in half strength. 


AMES COMPANY, INC +« ELKHART, INDIANA ., 


645 


FOR asthmatic 
Isc 
the suppository with the unique nonreactive base* 


Each fluidounce contains: 

Neomycin sulfate . 300 mg. (4% grs.) 

[equivalent to 210 mg. (314 grs.) neo- 
mycin base] 

Kaolin... . . 5.832 Gm. (90 grs.) 

ee 0.130 Gm. ( 2 grs.) 

Suspended with methylcellulose 1.25% 


Supplied: 
6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 


Upjohn 


Bacterial 
diarrheas... 


Kaopectate 


with 
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Pyridoxine (B,;) and Thiamine (B,) have 
proved more effective in combination 
than either alone in the prevention and 
treatment of hyperemesis gravidarum. 
GRAVIDOX, in tablet and parenteral 
form, combines these vitamins, provid- 
ing a nutritional approach to the problem. 
GRAVIDOX may also be useful for the 
prevention and relief of nausea and vomit- 
ing associated with radiation sickness. 


For preventing and treating nausea and vomiting of pregnancy 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company Pearl River, New York 


Each GRAVIDOX tablet contains: 
Thiamine HClI—20 mg., Pyridoxine 
HC1—20 mg. Each cc. of GRAVIDOX 
parenteral solution contains: Thiamine 
HC1—50 mg., Pyridoxine HCI—50 mg. 


Average dose: 5 to 12 tablets daily, in 
divided doses, at times when vomiting 
is less likely to occur; or 1 cc. parenteral 
solution 2 or 3 times weekly. 


*REG. U. S. PAT. OFF. 


PREDNISONE (metacortandracin) 


more potent than cortisone 
or hydrocortisone - devoid of 
major undesirable side effects 


*T.M. 


Meticorten,* brand of prednisone. 


. 
| 


Phenobarbital —the sedative par excel- 
lence—is now available in the unique 
Robins’ Extentabs dosage form, as 
‘Stental Extentabs’. 


Each Stental Extentab contains % gr. 
phenobarbital, one-third of which is re- 
leased promptly on ingestion, and the 
balance gradually and evenly, to provide 
smooth, sustained sedation over a 
period of 10 to 12 hours...thus avoid- 
ing repeated dosage during the day, 
or awakening at night for additional 
medication. 


STENTAL NTABS| 


(Phenobarbital Extended Action Tablets) 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 
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FLUID INTAKE 
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provides 


DUAL THERAPY | 


e controlling effectively a wide variety 
of pathogenic organisms 

e supplying and replacing the patient’s store 
of water-soluble vitamins essential 
for normal resistance and recovery 


maximum antibiotic blood levels’ 
superior clinical effectiveness” 
superior toleration® 

with a single prescription 


Available also as oral suspension, containing 
125 mg. Tetracyn per 5 cc. teaspoonful. 


Terramycint SF* 250 mg. capsules combine 
Terramycin with the identical vitamin formula. 


The minimum daily dose of each antibiotic furnishes 
at the same time the vitamin formula recommended 
by Pollack and Halpern? for conditions of stress. 


@TRADEMARK FOR PFIZER BRAND OF ANTIBIOTICS WITH VITAMINS 


tBrand of oxytetracycline 

1. Dumas, K. J.; Carlozzi, M., and Wright, W. A.: Antibiotic 

Med. 1:296 (May) 1955. 

Prigot, A.: Ann. New York Acad. Sc., in press. 

Milberg, M. B., and Michael, M., Jr.: ibid. 

Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, Prepared 
in Collaboration with the Committee on Therapeutic Nutrition, 
Food and Nutrition Board, National Research Council, Washington, 
D. C., 1952. 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


— 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 

(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 

Metandren® (methyltestosterone U.S.P. cis) 

Femandren® (methyltestosterone with ethinyl estradiol ciBa) 

Linguets® (tablets for mucosal absorption ciBa) 


C IBA Summit,N.J. 


absorption 
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Rauwiloid” 
+ Veriloid® 


in a single tablet 


> 


Indicated in moderately severe 
hypertension. Each tablet contains 
1 mg. Rauwiloid and 3 mg. Veriloid. 


Initial dosage, one tablet t.i.d., p.c. 
Available in bottles of 100 tablets. 


@ SIMPLER THERAPY—Simplified 
dosage regimen, simplified dosage 
adjustment, and easier patient 
management. 


@ GREATER SAFETY— GREATER 
EFFICACY— Under the synergistic 
influence of Rauwiloid, the potent 
antihypertensive agents act with 
greater efficacy at lower, better 
tolerated dosages, and with notable 
freedom from chronic toxicity. 


e@ BETTER PATIENT COOPERA- 
TION—In each instance, only one 


medication to take...hence 
easier-to-follow dosage in- 
structions. 


Safer Combination Therapy 
HYPERTENSION 


More Convenient for the physician... 


ABORATORIES, INC., cos CALIF 


Rauwiloid’ + 
Hexamethonium 


in a single tablet 


Indicated in rapidly progressing, other- 
wise intractable hypertension. Each 
tablet contains 1 mg. Rauwiloid and 250 
mg. hexamethonium chloride dihydrate. 


Initial dosage, one-half tablet q.i.d. 
Available in bottles of 100 tablets. 


Less Burdensome for the patient 


ey is 
955 
— 
; 


Syrup and oral tablets. Each 
teaspoonful or tablet of HYCODAN 
contains 5 mg. dihydrocodeinone 
bitartrate and 1.5 mg. Mesopin.* 
May be habit-forming. Average adult 
dose, 1 teaspoonful or 1 tablet 

after meals and at bedtime. 


® 


Vv (Dihydrocodeinone with Homatropine Methylbromide) 


BETTER THAN CODEINE FOR COUGH' 4am aren 4 


BETTER THAN CODEINE pLus apc FOR PAIN? 


*Homatropine methylbromigs 


Scored, yellow oral tablets. May 
be habit-forming. Average 
adult dose, 1 tablet q. 6 h. 


1. Hyman, S., and Rosenblum, 
S. H.: Illinois M. J. 104:257, 1953. 


2. Piper, C. E., and Nicklas, F. W. 
wule Indust. Med. 23:510, 1954. 


S. Pat. 2,628,185 
ENDO PRODUCTS INC., RICHMOND HILL 18, NEW YORK . 
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“an effective antirheumatic agent”* 


nonbormonal anti-arthbritic 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain - improves function + resolves inflammation 


The standing of BuUTAZOLIDIN among today’s anti-arthritics is at- 
tested by more than 250 published reports. From this combined 
experience it is evident that BuTAZOLIDIN has achieved recognition 
as a potent agent capable of producing clinical results that compare 
favorably with those of the hormones. 

Indications; Gouty Arthritis Rheumatoid Arthritis Psoriatic Arthritis 


Rheumatoid Spondylitis Painful Shoulder Syndrome 
Butazouip1Nn® (brand of phenylbutazone) red coated tablets of 100 mg. 


*Bunim, J. J.: Research Activities in Rheumatic Diseases, Pub. Health Rep. 69 :437, 1954, 


GEIGY PHARMACEUTICALS 


Division of Geigy Chemical Corporation, 220 Church Street, New York 13, N.Y. 
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“Premarin” relieves 
menopausal symptoms with 
virtually no side effects, and 
imparts a highly gratifying 
“sense of well-being.” 


“Premarin” ®—Conjugated Estrogens (equine) 


TIss 


SEPTEMBER 1955 


For bigger appetites and better health—at any age 


Redisol, 


CRYSTALLINE VITAMIN B,, 


Major ADVANTAGES: Helps patients gain weight. Stimulates hemo- 
poiesis. Elixir and Tablets readily blend with milk, juices and infant 
formulas. 


Supplied as Repisoi Soluble Tablets: 25, 50, 100 meg.; cherry-flavored 


Philadelphia 1, Pa. 
DIVISION OF 


MERCK & CO., INC. 
Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


| 
| | 
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YOUTH IS THE TIME FOR 


YUVRAL 


VITAMINS AND MINERALS CAPSULES LEDERLE 


For the big and important age group between pediatrics and geriatrics, 
Lederle offers YUVRAL Capsules, a new diet supplement. A highly 
potent formula including 11 vitamins, 12 minerals, and Purified 
Intrinsic Factor Concentrate—all in a dry-filled, soft-gelatin capsule 
with no unpleasant aftertaste. 


Among adolescents and young adults, there are many “nutritionally 
starved” persons: those with strong dislikes for certain foods, those who 
won’t drink milk, young women on self-prescribed diets. Just one 
YuvRAL Capsule daily assures them of an adequate supply of essential 
vitamins and minerals. 


Each capsule contains: 0.15 me. 
5000 U.S.P. Units Boron (as Na2BsO7.10H20)........... 0.1 meg. 
Fluorine (as 0.1 mg. 
Thiamine Mononitrate (B1)............. 3 mg. Purified Intrinsic Factor Concentrate... 0.5 mg. 
Riboflavin (B2).............. Magnesium (a8 1 ms. 
Niacinamide.... Manganese (as MnOz) 1 me. 
Folie Acid 0.2 mz. Potassium (as K2SO4) 5 me. 
Pyridoxine HCI (Be)............... 0.5 mg. Zine (as ZnO) teseseeesss 0.5 me. 
Ca Pantothenate... 1 mg. Calcium (as CaHPO,) 69 
50 mg. Phosphorus (as CaHPOs)............ 53.8 mg. 
Vitamin E (as tocophery! acetates)... .. 51. U. Dibasic Calcium Phosphate........... 236 mg. 
15 mg. Molybdenum (as Na2MoO4.2H20)..... 0.2 mg. 


U.S. PAT OFF. 


LEDERLE LABORATORIES DIVISION ‘ede 
AMERICAN Ganamid camPAny Pearl River, New York 


= VOLUME 48 eC 15 
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® 


Ergotamine tartrate 


1 mg. 
with caffeine 100mg. 


Average Dosage: 2 to 6 tablets 
at onset of the attack 


HANOVER, N. J. 
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Gantrisin Pediatric Suspension 
(acetyl) 3 iv 


S. Initial dose 2 teasp.; 


then 1 teasp. q. 6h. 


Romilar® Hydrobromide -- brand of dextromethorphan hydrobromide 


Noludar® -- brand of methyprylon 


Noludar 'Roche' a mild, non-barbiturate sedative-hypnotic 


Romilar 'Roche' a non-narcotic cough specific 


Noludar tabs. 50 mg 
#100 


S. One tab. 3 times daily 


Romilar tabs. 10 mg 


#30 


S. One to two tabs. 


4 times daily 
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Gentrisin® -- brand of sulfisoxazole 


NUTLEY 


WH 
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for otitis 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC 


Specifically aimed at aural pathogens— 


bactericidal to most gram-positive and gram-negative 
organisms, particularly Ps. aeruginosa, the 
commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. 


Bottles of 10 ce. (with dropper) 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 
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rapid acting ...deeply penetrating .. 
topical anesthesia 


© Xylocaine Ointment (a new form of the . 
widely accepted Xylocaine) is an unusually 2 
effective topical anesthetic free of irritating, 
sensitizing or toxic reactions. 


© Controls pain, itching and burning 
sensations. May also be applied 
to prevent pain or discomfort during 
examination and instrumentation. 


@ Available in a nonstaining, water 
soluble vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes (5% - 
also available in wide-mouth jars) each 
containing 35 grams (approx. 1.25 ounces). 


XYLOCAINE’® OINTMENT asrna 


(Brand of tidocaine*) 


Xylocaine Ointment is now made available at the request 
of many physicians, surgeons, and anesthesiologists 
who routinely use Xylocaine HCI Solution. 


Astra Phermaceutical Products, 
Worcester 6, Mass., U.S.A. 
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| Pabirin | ... Safest of the antirheumatic salicylate-paba combinations 


because .. . Pabirin does not produce sali- 
cylism even with heavy daily requirements. 
High blood levels are maintained with low 
salicylate dosage. It contains well-toler- 
ated acetylsalicylic acid, the most effective 
of the salicylates. Pabirin is sodium- and 
potassium-free. A therapeutic amount of 
300 mg. of ascorbic acid in the average 


Pabirin is a | DORSEY] preparation. 


Each capsule contains: 

Para-aminobenzoic acid 
Aacortls acid 
Average dose: 2 to 3 capsules 3 or 4 times daily. 
Supplied: In bottles of 100, 500 and 1,000 capsules. 


Smith-Dorsey Lincoln, Nebraska 


daily dose of six capsules offsets depletion 
of vitamin C by salicylates. 

And effective because . . . The synergistic 
effect of acetylsalicylic acid and PABA and 
the retarding action of PABA on salicylate 
excretion ensure high and sustained blood 
levels. Rapidly disintegrating capsules 
provide fast absorption and pain relief. 


Pabirin’ 


A Division of The Wander Company 


| 
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Vallestril, brand of 
methallenestril, 
insures maximal 
estrogenic potency 
with minimal activity 
on the endometrium 
and thus singular 
freedom from 
withdrawal bleeding. 
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VALLESTRIL® IN ESTROGEN THERAPY 


“Target Action” Avoids Withdrawal Bleeding 


Wattestril has been found to exert its selective 
“target action” on the vaginal mucosa. Con- 
versely the effect on the uterus or endome- 
trium is negligible. 

In pharmacologic studies, using the Allen- 
Doisy technic, Vallestril was found to be more 
active than estradiol and twice as potent as 
estrone on the vaginal mucosa. On the other 
hand, using the Rubin technic, Vallestril was 
found to have only one-tenth the activity of 
estrone on the uterus, a suggested explanation of 
its low incidence of withdrawal bleeding. 

In clinical evaluation, covering a period of two 
and one-half years, Vallestril was found* to be 
“an effective synthetic estrogen .. . singularly 
free from toxic effects and complications, espe- 
cially uterine bleeding. ... The beneficial effect 
of the medication appeared within three or four 


days in most menopausal patients... . failure to 
encounter withdrawal bleeding in any patient 
was most gratifying. ...” 

Such unwanted reactions as nausea, mastalgia 
and edema also occur less frequently with 
Vallestril. 

Vallestril is preferentially indicated whenever 
estrogens are of value: The menopausal syn- 
drome; pain of postmenopausal osteoporosis ; 
pain of osseous metastases of prostatic cancer. 

Dosage: Menopause—3 mg. (1 tablet) two or 
three times daily for two or three weeks, followed 
by 3 or 6 mg. daily for one month. Supplied 
only in scored tablets of 3 mg. G. D. Searle & 
Co., Research in the Service of Medicine. 


*Sturnick, M. I., and Gargill, S. L.: New England J. 
Med. 247:829 (Nov. 27) 1952. 
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IN EPILEPSY 


DIAMOX suppresses both the 
frequency and the severity of 
seizures without apparent direct 
sedative action. 


IN GLAUCOMA 


DIAMOX produces significant 
reduction in intraocular pressure 
in acute glaucoma. 


IN CARDIAC EDEMA 


DiaMox, a carbonic anhydrase 
inhibitor, produces ample, con- 
trolled diuresis. An effective, safe, 
and convenient oral diuretic. 


Available in 250 mg. tablets for 
oral use and 500 mg. ampuls for 
intravenous use. 


one versatile drug - three important uses 


( 


Lederle ) 


Acetazolamide Lederle 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company PEARL RIVER, NEW YORK 


*rec. U.S. PAT. OFF. 
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In this... 
“the Commonest 
Disease of 

Civilized 
Man” 


@ In hypertension, management can now be started in the earliest stages 
... to retard progression, with the goal of prolonging useful life. 


@ Fully one half of all cases of mild, labile hypertension can be controlled 
with simple Rauwiloid therapy. 


@ Rauwiloid accomplishes what mere sedation cannot .. . the patient 
is spared the reaction to tension situations . . . without somnolence, with- 
out clouded sensorium, without change in alertness. 


@ The feeling of well-being engendered by Rauwiloid may become mani- 
fest as soon as 24 to 48 hours after the first dose. Its antihypertensive 


effect becomes apparent in two to three weeks. 


@ In the face of tension-producing stimuli, Rauwiloid, through its seda- 
tive and bradycrotic properties, provides tranquil equanimity. 


@ Its dosage schedule is uncomplicated, definite, easy to follow: 
Merely 2 tablets at bedtime. For maintenance, 1 tablet usually suffices. 
No contraindications. 


LABORATORIES, INC., tos ancetes 48, 
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SULFADIAZINE 
SULFAMERAZINE 
SULFAMETHAZINE 
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METH-DIA-MER SULFONAMIDES 


unexcelled among 
sulfa drugs... 
for economy 


Triple Sulfas are among the 
most economical of sulfa 
drugs. Compared with cer- 
tain therapeutic agents, they 
are a bargain indeed. Despite 
their low cost, they are nota- 
ble in many ways—for their 
high potency, wide spectrum, 
safety, minimal side effects, 
and high blood, plasma, spinal 
fluid and tissue levels. Triple 
Sulfas, alone or in combina- 
tion with other therapeutic 
agents, are available from lead- 
ing pharmaceutical manufac- 
turers under their own brand 
names. Not all sulfas are 
Triple Sulfas. Ask any medi- 
cal representative about the 
Triple Sulfa products his 
company offers! 


AMERICAN COMPANY 


.FINE CHEMICALS DIVISION 
30 ROCKEFELLER PLAZA, NEW YORK 20, ». ¥. 


Wijeth 


OFFERS TRIPLE SULFAS 


Suspension SuLFOsE® contains 0.167 gm. of each of the Triple Sulfas 
per teaspoonful (5 cc.). It provides sustained high blood levels. 
Suspension Sutrose is effective, convenient, economical, unusually 
palatable, remarkably stable. It is indicated for a wide variety of 
systemic, gastrointestinal, and urinary tract infections. Packaged in 
bottles of one pint. Also available as Tablets SuLFosE. 
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BONADOXIN 


(BRAND OF MECLIZINE HCL, PYRIDOXINE HCL) 


stops morning sickness 


COMBINATION 


Chicago 11, Illinois 


* TRADEMARK 


In 100 patients with severe nausea and vomiting, 
Weinberg reports 88% good to excellent results.! 
In another series, BONADOXIN abolished 
vomiting in 40 of 41 gravida, eliminated 

nausea in 30 of the 41.2 


Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet at bedtime. 
Severe cases: One at bedtime and on arising. 
In bottles of 25 and 100, prescription only. 
Also indicated in post-radiation sickness, 
nausea following surgery, Méniére’s syndrome. 
1. Weinberg, Arthur and Werner, W. E. F.: Bonadoxin, a new effective 
oral therapy for hyperemesis gravidarum. Am. Pract. and Dig. ef 


Treatment. In press. 2. Personal communication. 3. Berenson, F.: Bona- 
doxin: oral therapy for nausea and vomiting of pregnancy. In press. 


SEPTEMBER 1955 


|_| 
OZ ANS) 
BREAKFAST? 
RESULTS 
of 
this 
new 
MECLIZINE mg. 
PYRIDOXINE mg. 
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Instant Starlac 


sO many uses...in so many diets ; 


Retaining all the flavor of fresh milk, 
Borden’s new Instant Starlac, a powdered 
instantaneously soluble form of non-fat milk, 
often aids in the solution of dietary dilemmas 
when protein is required but fat intake re- 
stricted. Thus, Starlac is well suited for the 
peptic ulcer patient who is obese or cannot 
tolerate fats...for patients with ulcerative 
colitis and concomitant steatorrhea...as well 
as those with regional enteritis. 


Because it dissolves so readily, Borden’s 
Instant Starlac can be easily reconstituted to 
yield a highly palatable beverage, suitable not 
only for the management of the acutely ill who 
require tube feeding, but also for the building 
and maintaining of good nutritional status 
throughout life. 


Readily available, easily stored, and sup- 
plied in “quart-envelopes,” Borden’s Instant 
Starlac furnishes the protein protection so 
important in pregnancy...in sustaining the 
capacity to produce antibodies and resist in- 
fections...so important during postoperative 
convalescence and recovery from tuberculosis 
...and so necessary both for the “teenager” 
during the period of rapid growth and height- 
ened emotional stress, and for the older 
person prone to hypoproteinemia and osteo- 
porosis. 


Borden’s Instant Starlac dissolves so readily 
that it can be easily added to soups, bever- 
ages, and liquid whole or non-fat milk. 
Economical, flavorful, highly nourishing, 
Borden’s Instant Starlac is equally simple 
to use in the hospital kitchen and in home 


cooking. 


Bibliography available on request. 
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Manufacturers and distributors of BORDEN'S Instant 
Coffee STARLAC non-fat dry milk BORDEN’S 
Fluid Skimmed Milk « BORDEN'’S Evaporated Milk « 
Fresh Milk « Ice Cream « Cheese e EAGLE BRAND 
Sweetened Condensed Milk « BREMIL powdered infant 
food « MULL-SOY hypoallergenic food « BIOLAC infant 
food « DRYCO infant food * KLIM powdered whole milk 


compen 


350 Madison Avenue, New York 17, N. Y. 


OdNOS SVTYVLS NOdNOD OVTUVLS NOdNOD OVTUVIS 


Special Offer 


A complimentary professional sample of the new Borden's 
Instant Starlac and literature will be sent you if you mail this 
coupon to 

THE BORDEN COMPANY, Dept. K 

350 Madison Avenue, New York 17, N. ¥ 


UPON ¢ STARLAC COUPON 


OVTYUVIS NOdNOD OVTUVIS * N 


COUPON + STARLAC COUPON « STARLAC COUPON N 


27 
4 
4 a | 
| 
} 
— 


28 


Therapeutically 
Unique 


Clinically 
Effective 
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in ithe anemias... 


RONCOVITE 


**...cobalt is indicated in all cases in which the slowly regen- 
erating marrow requires a more forceful hematopoietic 
stimulus than is given by physiologic activators or a thera- 
peutically elevated iron level.” 

—Wolff, H.: Med. Monatsschr. 5:239 (April) 1951. 


“These studies show that oral cobalt therapy can stimulate 
erythropoiesis...” 
—Gardner, F. H.: J. Lab. & Clin. Med. 41:56 (Jan.) 1953. 


“Cobalt seems to stimulate...the bone marrow which under- 
goes progressive hyperplasia of all cellular elements with a 
consequent discharge of erythrocytes into the circulation.” 

—Kato, K.: J. Pediat. //:385 (Sept.) 1937. 


“In our series of cases, cobalt proved to be a powerful stim- 
ulant to erythropoiesis... .” 


—Rohn, R. I: Bond, W. H., and Klotz, L. J. 
J. Indiana State Med. Assn. 46:1253 (Dec.) 1953. 


**Hematopoietic responses to therapy with cobaltous 
chloride, which were observed in each patient, indicate that 
cobaltous chloride produced an active stimulus to erythro- 
poiesis. . 
—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949. 
Roncovite has introduced a wholly new concept in the pre- 
vention and treatment of anemia. It is based on the unique 
hemopoietic stimulation produced only by cobalt. 


IN INFANCY—“The therapy used by us [Roncovite] was 
approximately equivalent in results to the transfusion of 114 
pints of blood weekly in adults.” 


—Rohn, R. J.; Bond, W. H., and Klotz, L. J. 
J. Indiana State Med. Assn. 46:1253 (Dec.) 1953. 


“Cobalt appears to be of value in the prevention of the early 
anemia of premature infants, and if iron is administered 
simultaneously the risk of an iron deficiency anemia develop- 
ing from the fourth month onwards is considerably reduced.” 


—Coles, B. L., and James, U.: Archives of Disease 
in Childhood, 29:85 (April) 1954. 


As compared with controls, 16 premature infants receiving 
Roncovite Drops showed “‘significantly greater values in the 
mean hemoglobin and hematocrit levels...” 


—Quilligan, J. J., Jr.: Texas St. J. Med. 50:294 (May) 1954. 


IN PREGNANCY—...57 of the 58 patients (98.2 per cent) 


maintained or improved their hemoglobin [with Roncovite]. ;: 
5:562 (April) 1955. 


—Holly, R. G.: Obstet. & Gynecol., 
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IN CHRONIC LOW-GRADE INFECTIONS—“Cobalt 
P fr \) appears to be a valuable drug in the treatment of anemias 
secondary to chronic diseases.” 


—Weinsaft, P. P., and Bernstein, L. H. T.: Amer. J. 
Med. Sc., Vol. 229, (Sept.) 1955. 


“In all patients (chronic suppurative infection) a reticulocy- 
tosis was observed within 6 days. This was followed by 
increases in red-cell counts, in hemoglobin values, in blood 
volume and in total circulating hemoglobin.” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949- 


S af é IN INFANCY—*There were no toxic effects in any case.” 
—Coles, B. L.: Archives of Disease in Childhood, 30:150(April)1955. 


“ ; “None of them [infants] showed harmful effects despite the 
Medication large doses.” 


—Quilligan, J. J., Jr.: Texas St. J. Med. 50:294 (May) 1954. 


IN PREGNANCY—“No toxic manifestations associated 
with its use have been observed. 
—Holly, R. G.: Obstet. & Gynecol. 5:562 (April) 1955. 


IN CHRONIC LOW-GRADE INFECTIONS—“With 60 
mg. (cobalt chloride) a day by mouth after meals neither 
ourselves nor our patients experienced untoward symptoms.” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949. 


“In our hands, cobalt appeared to be a useful and valuable 
drug, well tolerated and devoid of undue toxicity.” 


—Weinsaft, P. P., and Bernstein, L. H. T.: Amer. J. 
Med. Sc., Vol. 229, (Sept.) 1955. 


AND .. . Thorough investigation has again verified the 
safety and lack of toxicity of Roncovite. Please refer to the 
four articles in the August 13, 1955 issue of the J.A.M.A. 
(Volume 158, No. 15) which fully document this convincing 
evidence. 


The original, clinically proved, pure cobalt-iron product. 


SUPPLIED: RONCOVITE DROPS 
RONCOVITE TABLETS Each 0.6 cc. (10 drops) ae 
Each enteric coated, red tablet Cobalt chloride 40 mg 
LLOYD contains: (Cobalt 9.9 mg.) 
Ferrous sulfate exsiccated 02 Gm tS ce. with 
errous sulfate exsiccate m ttles o' cc. with calibrate 
BROTHERS, Bottles of 100 dropper 
RONCOVITE-OB 
INC. Each enteric coated red capsule- DOSAGE: 
shaped tablet contains: One tablet after each meal and at 
errous sulfate exsiccate m ce infants less than 
Cincinnati 3, Ohio Calcium lactate 0.9 Gm 1 year, 0.3 cc. (5 drops) once daily 
Vitamin D 250 units diluted with water, milk, fruit or 


Bottles of 100 vegetable juice. 
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Phase-contrast microscope shows a trichomonad in a 
mucinous vaginal smear. 


ANY trichomonacides failed in years past largely 

because they reached only the parasites swim- 

ming freely in the vaginal canal—not those hiding 

under epithelial cells deep among the vaginal rugae. 

In fact, some agents actually coagulated the albumi- 

nous material lining the surface and protected the 
trichomonads!1 


Success at last. Today, however, you can overcome 
this problem because VAGISEC jelly and liquid 
quickly penetrate to trichomonads’ hideaways. You 
can now treat vaginal trichomoniasis successfully, 
using the Davis technic. Carl Henry Davis, M.D., 
eminent gynecologist and author, and C. G. Grand, 
research physiologist, introduced VAGISEC liquid as 
“Carlendacide” and had it tested by over 100 well- 
known obstetricians and gynecologists. Dr. Davis 
states, “. . . over 90% of apparent cures have been 
obtained. . . .”? 


Overpowering action. Three surface-acting chemicals 
in VAGISEC liquid, acting synergistically, not only 
reach trichomonads but explode them!* A chelating 
agent complexes and removes the calcium of the 
calcium proteinate. A wetting agent removes lipid 
materials. A detergent denatures the protein. The 
parasites imbibe water, swell and explode. 


The Davis technic.t Dr. Davis recommends a com- 
bination of office treatments and home treatments, 
using both VAGISEC jelly and liquid in home treat- 
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DAVIS TECHNIC USING 
VAGISEC* JELLY AND LIQUID 


AND EXPLODES 
TRICHOMONADS 
HIDDEN AWAY IN RUGAE 


ments. “A few women have infected cervical, vestib- 
ular or urethral glands and require other types of 
treatment. . . .”2 It is well to remember the role of 
the male as carrier of the organism and prescribe 
protection against re-infection from the husband.? 


Office treatment. Expose vagina with speculum. 
Wipe walls dry with cotton sponges and wash thor- 
oughly for about three minutes with a 1 :250 dilution 
of VAGISEC liquid. Remove excess fluid with cotton 
sponges. Dr. Davis recommends six office treatments, 
three the first week, two the second, and one the 


third. 


Home treatment. Patient inserts VAGISEC jelly each 
night and douches with VAGISEC liquid (2 tea- 
spoonfuls in 2 quarts of warm water) each morning 
except on office treatment days, through two men- 
strual periods. Continued douching two or three times 
a week helps to prevent re-infection. Pregnant women 
should have office treatments only. 


Summary. The unique synergistic action of three 
agents comprising VAGISEC liquid reaches and ex- 
plodes hidden as well as surface trichomonads. This 
therapy has a high rate of success and results in fewer 
flare-ups. VAGISEC jelly and liquid are non-toxic 
and non-irritating, and leave no messy discharge or 
stain. 


*VAGISEC is the trade-mark of Julius Schmid, Inc. tPat. App. for 


JULIUS SCHMID, inc. 


gynecological division 


423 West 55th Street New York 19, N. Y. 


Active ingredients: Polyoxyethylene nony! phenol, Sodium ethy- 
lene diamine tetra-acetate, Sodium dioctyl sulfosuccinate. In 
addition, VAGISEC jelly contains Boric acid, Alcohol 5% by 
weight. 


1. Davis, C. H.: Am. Jour. Obst. & Gynec. 68:559 (Aug.) 1954, 
2. Davis; C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
3. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 
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establishing 
desired 


eating patterns 


and the 60-10-70 Basic Diet 


Correct medication is important in initiating control 
that leads to development of good eating habits, 
essential in maintaining normal weight.':?* 


Obedrin contains: 


Methamphetamine for its anorexigenic and mood- 
lifting effects. 


Pentobarbital as a corrective for any excitation 
that might occur. 


Vitamins B, and B, plus niacin for diet supple- 
mentation. 


Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Obedrin contains no artificial bulk, so the hazards 
of impaction are avoided. The 60-10-70 Basic Diet 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Formula: 


Semoxydrine HCI (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCI 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H. W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954. 

2. Sebrell, W. H.,Jr.:J.A.M.A., 
152:42 (May) 1953. 

3. Sherman, R. J : Med- 
ical Times, 82: 107 fe. ) 1954. 


Write for THE S$. E. MASSENGILL COMPANY 


60-10-70 Diet pads, Weight Charts, 
and samples of Obedrin. 


Bristol, Tennessee 
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*If you took an X-ray picture of any Mattern X-ray 

equipment, you'd find that Mattern QUALITY goes far 
beyond its good looks! Yes, deep down where the naked 
eye cannot see (and in all places where it can) you 
will find evidences of careful, painstaking workman- 
ship ... real craftsmanship that just “can't be 
hurried.” This care and precision becomes more 
and more evident, year after year, in the 
dependable service that keeps main- 
tenance cost to the bare minimum. 


Mattern X-ray equipment has 


built UP to the highest 

oO. icer ve. 

Chicago 30, X-ray maintenance service 


whatever your X-ray needs may be . . : 
always... will always...be  fook to MAt2@IN FIRST for the finest in: 
_ diagnostic X-ray equipment 
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Compare 222 
because you get 


more value per 
dollar* 


X-ray films, solutions, sundries _ 


¢ X-ray accessories and supplies 


¢ X-ray darkroom layout 
¢ X-ray technical service 


Polysorbate 80, Choline, Inositol—the new physio-chemical complex) 


Berore 


after 


IVES-CAMERON COMPANY 
Supplied: Bottles of 12 fluid oz. 


Literature available. Philadelphia 2, Pa. 
1. Albert, A., and Albert, M.: Texas State J. Med. 
50:814 (Dec.) 1954. 
2. Sherber, D.A., and Levites, M.M.: J.A.M.A. 
152:682 (June 20) 1953. 


Reduces elevated blood cholesterol levels.':? 


Improves hypercholesteremic patients with cardiovascular 
disease and angina and those with postoperative biliary 
dyskinesia, both subjectively and symptomatically.' 


monichol 


normalizes cholesterol metabolism 


IVG 
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to the successful 


treatment of 


PSORIASIS 


Since an etiological factor in psoria- 
sis may be a metabolic defect, caus- 
ally related to inadequate intestinal 
digestion, replacement therapy with 
Entozyme is entirely rational. In a 
recent study, 19 out of 24 patients 


recalcitrant to all previous treat- 


ment showed “good response...with- 


Each Entozyme tablet contains pepsin N.E 
250 mg., pancreatin U.S.P 300 mg., bile 
_-complete clearing in four cases.” * salts 150 mg. Completely non-toxic. 


in four weeks to three months... 


*Ingels, A. H.: California Med. 79:437, 1953. 


Digestive Enzyme Replacement 


whole with water 
Net be chewed or 


A. H. Robins Co., Ine., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


In addition to its efficacy in the treatment 
of psoriasis, Entozyme is indicated in a 
wide range of chronic nutritional disturb- 
ances associated with aberrations in pro- 
tein metabolism, as in senescence, fatty 
liver syndrome, ete. It is also helpful in 
many acute digestive disorders. 
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FOR SATURATION DOSAGE warer-so.usic 


VITAMINS 


Allbee with C provides 


B vitamins, plus the 


for use in marked detici@acy states, with tricted 


Each Capsule contains: 


Thiamine hydrochloride . 15 mg. 
« 10mg. 


Vitamin B Complex with CAPSULE Ss 
250 mg. Vitamin C 


A. H. ROBINS CO., INC. « Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


or 
any water-soluble vitamin 
diets, under 
and when abserption ig impaired: 
VET 
Calcium pantothenate . 10 mg. 
ee Nicotinamide ...... 50 mg. 
Ascorbic Acid ..... 250mg. 
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Crystoids. 


ANTHELMINTIC 


for soul- borne parasitic mM ifestation 


MAJOR ADVANTAGES: Provides highly effective 
Sings sufficient. Easy-to-take pills. 


‘ 


CRYSTOIDS act promptly against intestinal para- _ two strengths: 0.1 Gm. and 0.2 Gm. Caprokot 
site infestations—however acquired. In mixed in- _ hexylresorcinol. Administration and dosage in- 
festations, such as hookworms and ascarides, often _ structions on each pinch 

a single treatment eliminates most of the parasites. 
Hookworms, tapeworms, pinworms, whipworms 
and roundworms are also effectively controlled by 
Philadelphia 1, Pa. 


CRYSTOIDS are supplied as gelatin-coated pills in DIVISION OF MERCK & CO., INC. 


mae, 
‘ 
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PORTRAIT OF A DELINQUENT APPETITE... 


When the clinical picture is composed of a child who “‘just won't eat” and a 
mother distraught by nervous worry and despair, prescribe 


TROPHITE 


to stimulate appetite and promote growth 


Each tablet or teaspoonful (5 cc.) of ‘Trophite’ supplies: 25 mcg. By2, 10 mg. B, 


Smith, Kline & French Laboratories, Philadelphia 1 


955 


— 
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Greater acid-binding capacity’ 


Longer therapeutic effect? 


A comparative test shows conclusively that Maalox 

not only has more than double the acid-binding 
capacity of aluminum hydroxide, but also maintains its 
effectiveness twice as long.' 


Another investigator emphasizes that ‘‘Maalox is 
preferable to aluminum hydroxide gel because it is 
more palatable, better tolerated by the stomach, and 
does not cause constipation or undue astringency.’”” 


Maalox-Rorer is a well-balanced suspension of 
magnesium aluminum hydroxide gel—smooth-textured 
and pleasant to taste. It enjoys unusual patient 
acceptance. 


“.. better suited for antacid therapy’” 


SUPPLIED: Suspension, bottles of 12 fluid ounces. 
Tablets, bottles of 100. 


Samples sent promptly on request 


WILLIAM H. RORER, INC. 


PHILADELPHIA 6, PA. 


1. Rossett, N.E., Rice, M.L. Jr.: An In Vitro Evaluation of the More Frequently Used Antacids, Gastroenterology 
26:490 (1954). 


2. Morrison, Samuel: Magnesium Alumii 
Gastroenterology 22:309 (1954). 


Hydroxide Gel in the Antacid Therapy of Peptic Ulcer, Am. J. 
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IN DIABETES... 


greater security 
against vascular complications 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 
against lipotropic deficiency fades. 


TRADE MARK 


a 


(Sherman Lipotropic Capsule) One capsule t.i.d. 


SEPTEMBER 1955 


Gericaps contain the true lipo- 
tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


prove capillary integrity, as 
well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


SEND FOR comprehensive review: 
“Prevention of Vascular 
Complications of Diabetes” 


ERMAN LAB Ss 
PORATORIES 


RMACEUTICALS 


Pra 
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to 
supplement 


treats 


a carefully formulated analgesic Sedative... anti- 
spasmodic—for cffecuive relief of the pain and anxiety 
which frequently interfere with smooth ey 
Each HASAMAL toblet ntains: 
Phenobarbital............ (\% gr.) 

(WARNING: May be habit-forming) 
Acetylsalicylic Acid 2.5 me “(2 er.) 
Acetophenetidin. ..... . 5 mg. (2% gre) 
Atropine Sulfate 0.00065 mig: 
Hyoscine Hydrobromide. . 0.0011 mg® 
Hyoscy amine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


if HASACODE: 


providing the actions of HAsaMAL plus codeine. | 
Available in two codeine strengths — gr. 
and gr. (HASACODE “‘sTRONG”). | 

SUPPLIED: HasAMAL — bottles 100, 500, and | 
i 


1000 tablets; HASAGODE and HASACODE 
kottles of 500 tablets. 


1 
4 
i 
1 


PERLES C. HASKELL & CO., 
RICHMOND = VIRGINIA 
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only 


hh 
the mi 


when you can treat the 
complete migraine attack 
at no extra cost 


for head pain 


Ergotamine tartrate . . . . 1.0mg. 
Caffeine . . . . . . . . 100.0 mg. 


for nausea and 
womrmiting 


Belladonna alkaloids, 
levorotatory* . ... . . mg. 


for residual occipital 


muscle pain 
Acetophenetidin. . . . 130.0mg. 


TOTAL MIGRAINE THERAPY 


Wigraine tablets are available foil-stripped in boxes of 
20. What’s more, uncoated Wigraine tablets disintegrate 
in seconds to give your patients the fast relief they seek. 


*87.5% byoscyamine, 12.5% atropine, as sulfate. Wigraine Patent Pending 


Organon INC. + ORANGE, N. J. 
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_ 
agent has yet proved satisfactory for 


H PERTENSION ne COMBINED THERAPY IS ADVISED” 


Wilkins, R. W., (1953): Mod. Med. 81-82. 


OBJECTIVE DIAGNOSIS DICTATES 
COMBINED, SAFE THERAPY... 
EMOTIONAL TENSION 

requires tranquilization or sedation 
VASOCONSTRICTION 

requires vasodilation 

RENAL INSUFFICIENCY 

requires diuretic action 

VASCULAR DEGENERATION 


requires maintenance of vascular integrity 


NCQ provides this 


COORDINATED MEDICATION 


Each capsule contains: 

Mannitol Hexanitrate . . « 30mg. 


* a pure crystalline alkaloid of Rauwolfia serpentina 


in bottles of 100, 500 and 1000 opaque red capsules 


ALSO AVAILABLE AS SEMHYTEN with 15 MG. 
OF PHENOBARBITAL REPLACING RESERPINE. 


professional literature 
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THE S. E MASSENGILL COMPANY 
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When a patient of fatigue and 
evening alertness, a diagnosis of hypometabolism 
morning fatigue... © should be considered. If, in addition, the patient 

. has two or more of the following symptoms: cold 

; A, ee intolerance, brittle nails, dry skin, lack of perspi- 
— ration or menstrual difficulties, the diagnosis is 
| probable. A slow pulse and a low awakening 


body temperature make the diagnosis even more 
secure. 
(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 


In Hypometabolic States.. cthyr a r 


prepared exclusively from beef sources 
. .. provides whole gland medication 
at its best. Superior uniformity as- 
sured by chemical assay and biologi- 
cal test. 


Standardized equivalent to Thyroid, U.S.P.; tablets 
of %, 1 and 2 grains. Bottles of 100 and 1000. 


lh A THE ARMOUR LABORATORIES 
—~ — : A DIVISION OF ARMOUR AND COMPANY KANKAKEE, ILLINOIS 


P REDN Is ON E (metacortandracin) 


major undesirable side 


Nie 
evening alertness... 
more potent than cortisone 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


ANATOMY—SURGICAL 


a. ANATOMY COURSE for those interested in pre- 
aring for Surgical Board Examination. This includes 
ectures and demonstrations together with supervi 
dissection on the cadaver. 

b. SURGICAL ANATOMY for those interested in a 
general Refresher Course. This includes lectures with 
demonstrations on the dissected cadaver. Practical 
anatomical application is emphasized. 

c. OPERATIVE SURGERY (cadaver). Lectures on 
applied anatomy and surgical technique of operative 
procedures. Matriculants perform operative procedures 
on cadaver under supervision. 

d. REGIONAL ANATOMY for those interested in pre- 
paring for Subspecialty Board Examinations. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and treat- 
ment; pathology, radiology, anatomy, operative proctol- 
ogy on the cadaver, anesthesiology, witnessing opera- 
tions, examination of patients pre-operatively and post- 
operatively in the wards and clinics; attendance at 
departmental arid general conferences. 


OBSTETRICS and GYNECOLOGY 


A two months full-time course. In Obstetrics: lectures; 
prenatal clinics; attending normal and operative deliv- 
eries; detailed instruction in operative obstetrics (mani- 
kin). X-ray diagnosis in obstetrics and gynecology. Care 
of the newborn. In Gynecology: lectures; touch clinics; 
witnessing operations; examination of patients pre-op- 
eratively; follow-up in wards post-operatively. Obstet- 
rical and gynecological pathology. Culdoscopy. Studies 
in Sterility. Anesthesiology. Attendance at conferences 
in obstetrics and gynecology. Operative gynecology on 
the cadaver. 


PHYSICAL MEDICINE and 
REHABILITATION 


Didactic Lectures and active clinical application of all 
present-day methods of physical medicine and internal 
medicine, general and traumatic surgery, gynecology, 
urology, dermatology, neurology and pediatrics. Special 
demonstrations in minor electrosurgery and electrodiag- 
nosis. The diagnostic tests used in Physical Medicine. 
Techniques in rehabilitation of the seriously disabled. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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acute and chronic 


prostatitis... 


76.6% cured or improved with 


Furadantin 


brand of nitrofurantoin, Eaton 


137 cases of prostatitis were treated with Furadantin with the following results: 


Acute prostatitis Chronic prostatitis Total 
No. cases 20 117 137 
Cured 15 30 45 
Improved 4a 56 60 
Failed 1 31 32 


(Personal communications to the Medical Department, Eaton Laboratories.) 


- Furadantin has a wide antibacterial range 

Furadantin is effective against the majority of gram-positive and gram-negative urinary 
tract invaders, including bacteria notorious for their resistance. Furadantin is not related 
to the sulfonamides, penicillin or the ’mycins. 

With Furadantin there is no blood dyscrasia...no proctitis...no pruritus ani...no crys- 
talluria...no moniliasis...no staphylococcic enteritis. 

Furadantin tablets—50 and 100 mg., bottles of 25 and 100. Furadantin Oral Suspen- 
sion (5 mg. per cc.)—bottle of 4 fl.oz. (118 cc.). 


EATON LABORATORIES 
THE NITROFURANS — A UNIQUE CLASS OF ANTIMICROBIALS onl De 


PRODUCTS OF EATON RESEARCH NORWICH e NEW YORK 
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WHENEVER 
RAUWOLFIA SERPENTINA 
OR CHLORPROMAZINE 
CAUSES NASAL CONGESTION 


3 DR. JOHN DOE 
4896 EAST RIVER DRIVE, NEW YORK 


anc wo pide * 
® 
RHINALGAN 
NOT “JUST ANOTHER” DECONGESTANT ! itd 


Make it a habit to prescribe Rhinalgan Nasal Spray to prevent 
nasal congestion whenever you prescribe chlorpromazine or rau- 
wolfia serpentina preparations. 1. N. Y. Phys., 34:14, 1950. 


DOHO 


CHEMICAL CORP. 
100 VARICK ST. 
NEW YORK 13,N.Y. 


LEADERS IN E.N.T. PRODUCTS SINCE 1915 
PRINTED IN U.S.A. 
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in your anginal patient... ~ 


break the chain of 


“heart-consciousness” 


Your anginal patient can be freed from his “heart-consciousness” for a wider range of 
activities by the daily administration of Nitralox which aids in protecting him against the 
bodily and emotional factors which so often precipitate anginal seizures. Nitralox gener- 
ally lessens the frequency and severity of attacks, will often lower nitroglycerin require- 
ments, increase exercise tolerance and improve the electrocardiogram. 


In anginal patients with hypertension and tachycardia, Nitralox has the added advantage 
of reducing the blood pressure and slowing the pulse. It has no such effects in normotensives 
with normal heart rates. 


Nitralox combines a coronary vasodilator with prolonged action (10 mg. pentaerythritol 
tetranitrate— PETN) with a nonbarbiturate tranquillizing and bradycrotic agent (1 mg. 
purified mixed Rauwolfia alkaloids — the alseroxylon fraction) and is intended for long- 
term prophylactic therapy. While some patients experience beneficial effects within 24-48 
hours, it takes about two weeks before Nitralox produces its full effect from the recom- 
mended dosage of 1-2 tablets q.i.d. before meals, and at bedtime. 


NITRALOX 


for long-range management of anginal attacks 


Nitralox is a preparation 


Smith-Dorsey ¢ Lincoln, Nebraska « A Division of The Wander Company 
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Trasentine’- Phenobarbital 


* Inhibits Parasympathetic Activity pO 


* Relaxes Smooth Muscle Directly 4 


* Exerts Local Anesthetic Effect 
on G-I Mucosa 


* Sedates the Patient 


Without Atropine Side Effects 


Each tablet contains 50 mg. 
Trasentine hydrochloride and 20 mg. 
phenobarbital. 

Also available: Trasentine 
hydrochloride Tablets, 75 mg. 


Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 


Ome | B A Summit, N. J. 
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Barbidonna 


offers the logical combination of 

natural belladonna alkaloids and phenobarbital— 
a combination which provides smooth spasmolysis 
and balanced sedation. 


EACH TABLET OR FLUIDRAM OF ELIXIR CONTAINS: 


sins 16 mg. (Y% gr.) 
BELLADONNA ALKALOIDS 0.13 mg. 
(Incorporated as Hyoscyamine sulfate 0.1286 mg. Atropine sulfate 
0.0250 mg. and lami ide 0.0074 mg.; approximately 


equivalent to 7 min. Tr. Belladonna.) 


& BROWN, INC. Richmond, Virginia 
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Shoot it... 
Show it — 


just as you 


saw it - 
...in motion 
and in color! 


Here is a great Kodak 16mm 
team to help you record and 
present your work. 


THE CINE-KODAK SPECIAL Il CAMERA 


Master movie-maker of them all. Easy to operate yet 
remarkable range and versatility. Choice of superb Kodak 
Cine Ektar Lenses. Two-lens turret. Dual finders. Com- 
plete system of operating safeguards. Powerful, depend- 
able spring motor. Priced from $1090. 


THE KODASCOPE PAGEANT SOUND PROJECTOR 


Finest of fine 16mm projectors for sound or 
silent films. Microphone can be plugged in 
for narration with silent films. Built-in field 
flattener for brilliant edge-to-edge sharpness. 
Magnificent tonal quality. Permanent quict 
—lubricated for life. Wide choice of models. 
Priced from $425. 


For further details, see your Kodak photo- 


graphic dealer, or write for literature. 


Prices include Federal Tax where applicable 
and are subject to change without notice 


47 
i 
=. 
— 
‘ 

EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. K 
Serving medical progress through Photography and Radiography eo an 


bturally occurring —non- steroid — uterine 


laxing factor newly isolated from the ovary. 


| (H. W. & D. Brand of Lututrin) 


TABLETS 


for 
Dysmenorrhea 


LUTREXIN has produced favorable clinical results 
as reported in separate studies by Rezek, and by 
Jones and Smith." ’ 


LUTREXIN specifically relaxes uterine muscle con- 
tractions (as in the tracing above) and in many cases, 
LUTREXIN has been found to relieve the entire 
symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 396-402, 
1953. 

2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., 
Vol. 67: No. 3, 628-633, 1954. 


Complete literature on request. 
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Villous Tumors of the Colon and 
Rectum: Clinical Experience with 37 Cases* 


MERRILL O. HINES, M.D., PATRICK H. HANLEY, M.D., and 
ROBERT SCHRAMEL, M.D.,t New Orleans, La. 


The diagnosis, clinical course and management of this relatively rare tumor offer an 


interesting field for discussion and varying opinion. 


VILLous TUMOR, also referred to as papilloma, 
villous adenoma, papillary tumor and many 
other terms, is of interest to proctologists not 
only because of its rarity but also because it 
is often difficult to decide upon the best way 
to deal with it. The question of its malig- 
nancy or benignancy is often hard to deter- 
mine even after multiple biopsies. At times it 
is extremely large and its borders blend into 
the normal mucosa, making it almost impos- 
sible to define its limits. In an attempt to 
elucidate this problem we reviewed our ex- 
perience with 37 cases encountered during the 
ten year period ending October, 1954, the 
discussion of which forms the basis of this 
report. 
Incidence 


It is difficult to determine the incidence of 
villous tumors because these growths have not 
been clearly defined. What are considered by 
some as villous polyps are classified by others 
as adenomatous polyps. We have defined vil- 
lous tumors as those which have a certain 
gross appearance to be described later and in 
which a microscopic diagnosis of villous tu- 
mor is made by the pathologist. The 37 lesions 
seen by us from 1944 to 1954 were encoun- 
tered among 2,000 patients with benign or ma- 
lignant polyps, or an incidence of 1.85 per 
cent. 


Villous tumors are usually found in older 
individuals. The average age of our 37 pa- 


* Read before the Section on Proctology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

+ From the Department of Proctology, Ochsner Clinic and 
the Department of Surgery, Tulane University School of Medi- 
cine, New Orleans, La. 


tients was 58 years, the youngest being 32 
years and the oldest 81 years. This is about the 
average age of the patients we have seen with 
carcinoma of the colon and rectum. 

There seems to be no predilection of these 
tumors for a particular sex. Sixteen of our pa- 
tients were men and 21 women. 


Clinical Manifestations 


The clinical aspects of villous polyps are 
important not only to the proctologist but 
also to the internist and general surgeon. It is 
not difficult to place this polyp into a distinct 
clinical entity because of its gross appearance. 

The symptoms of villous tumors also to 
some extent separate them clinically. The 
most characteristic complaint in our patients, 
particularly those with large tumors, was pass- 
age by anus of copious amounts of clear, 
tenacious mucus. This was present in such 
amounts that it had to be aspirated through 
the proctoscope in order to obtain a satisfac- 
tory view of the tumor. So pronounced was 
this in one of our patients that she had been 
treated for “mucus colitis” for three years be- 
fore she consulted us. The mucoid material 
often becomes mixed with feces and is un- 
noticed by patients with smaller lesions or is 
so copious as to produce what the patient de- 
scribes as diarrhea. This is a pseudodiarrhea 
giving rise to a change in bowel habit. If the 
tumor is low enough or has a long pedicle, the 
patient complains of a feeling of incomplete 
evacuation. These tumors also may prolapse 
through the anal orifice. 


Bleeding from these tumors also sets them 
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apart clinically. Most of them bleed only 
slightly. After multiple biopsies, bleeding is 
seldom sufficient to require cauterization. The 
mucous discharge is not regularly blood 
tinged. Passage of fragments of tumor, which 
has been reported in the literature, was not 
a complaint of any of our patients. It seems 
rather to be expected, however, in a tumor of 
this kind. 


Our patients who had small tumors had no 
symptoms that could be attributed to the tu- 
mor itself. In this respect these tumors are 
like the adenomatous polyps of small size. 

None of our patients complained of pain 
except those with prolapsed tumors. Patients 
with large masses situated low in the anal 
canal complained of tenesmus, fullness and a 
desire to defecate, which was annoying but 
not painful. 

A striking feature is that these patients do 
not appear ill, even those with large tumors, 
unless advanced malignant degeneration with 
metastasis has taken place. In this respect they 
resemble carcinoid tumors of the large in- 
testine. 


FIG. 1 


Photograph of large villous tumor (12 by 8 cm.), taken 
underwater, showing the tiny finger-like processes. 
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The physical signs of villous tumors may 
be demonstrated by rectal digital and sigmoid- 
oscopic examinations. Since most of them are 
within digital reach, it is important to recog- 
nize their feel. If they are small, they are flat, 
soft like velvet, compressible like uncompli- 
cated internal hemorrhoids, and easily over- 
looked. If they are pedunculated or have a 
crowded pedunculated center, they are more 
easily felt but still difficult to outline because 
they blend into the surrounding mucosa. 
When viewed through the sigmoidoscope, they 
do not limit the maneuverability of the in- 
strument and their gross appearance is as de- 
scribed in the following paragraph. They are 
not indurated and do not bleed easily when 
manipulated by the finger or proctoscope. 

As the name villous implies, on close exam- 
ination these tumors have a velvety surface 
composed of innumerable, tiny, finger-like 
processes (Fig. 1). The sessile variety is a flat, 
irregular growth. It is almost always super- 
ficial and seems to involve the mucosa only 


FIG. 2 


Large completely circumferential villous tumor 14 cm. long. 
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Villous tumor situated so near the anal outlet as to pro- 
lapse externally. 


if malignant invasion has not taken place. 
When the tumor is covered with its own clear 
mucus, the fimbria seem to wave like seaweeds 
in water. The center of the larger and prob- 
ably older tumors is thicker and bulkier, be- 
ing composed of many pedunculated, closely 
spaced polyps of different sizes. This gives the 
lesion a peculiar, folded, convoluted, scram- 
bled appearance. The periphery is flattened 
and the villi seem to get shorter and blend 
into the normal mucosa.? The center has been 
likened to fronds. These tumors are so soft 
that they can be easily overlooked on digital 
palpation.! They are most often seen in the 
rectum but can be found anywhere in the 
large intestine. They vary in length from | 
to 14 cm. and may occupy almost the entire 
circumference of the intestine (Fig. 2). 
Occasionally, a pedunculated variety is en- 
countered. It differs from the sessile type only 
in that it has a short broad pedicle, which 
seems to be mucosa that is pulled out or 
mobilized by the weight of the tumor and the 
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pull of peristalsis. It varies in size from 1 to 
6 cm. in diameter. If located near the anal 
outlet, it protrudes and at times is mistaken 
for internal hemorrhoids by the patient (Fig. 
3). 


If one is aware of the possibility, the diag- 
nosis can often be made from the gross ap- 
pearance, especially if the lens of the sigmoid- 
oscope slightly magnifies. The diagnosis was 
made in 34 of our 37 cases by sigmoidoscopic 
examination. In two the tumors were discov- 
ered in the surgical specimens taken from the 
intestine which was removed for carcinoma 
diagnosed roentgenographically. One of these 
was in the sigmoid and the other in the trans- 
verse colon. The remaining tumor was a 6 
cm. flat villous tumor of the cecum found at 
autopsy of a patient who had died of pul- 
monary embolism following left colectomy 
for carcinoma of the sigmoid. 

Four of these patients had concomitant 
adenocarcinomas of the intestine independent 
of the villous tumors and one had carcinoma 
of the stomach. 


Incidence of Malignant Degeneration 


These tumors have long been considered 
treacherous growths. The patient’s history is 
unreliable in determining malignant degen- 
eration. In advanced malignant changes the 
signs and symptoms are the same as in other 
adenocarcinomas in this area. The most re- 
liable information is gained from palpation. 
If there is any area of ulceration or indura- 
tion, malignant degeneration must be ex- 
pected. Fixation in any degree in these soft 
superficial tumors must be considered sig- 
nificant. These two signs are not always pres- 
ent, however, as was true in one of our pa- 
tients who had a 3 cm. sized pedunculated 
tumor that was not indurated or ulcerated. 
Ten biopsy specimens showed a benign vil- 
lous tumor. A large segment of the intestine 
was removed and a section taken through the 
entire polyp showed a small area deep at the 
pedicle of the tumor of highly malignant in- 
vasive tissue (Broder’s grade IV). In like man- 
ner induration and ulceration have not in 
every instance denoted malignant change. 
Ten, or 27 per cent, of the 37 lesions in our 
series showed either carcinoma in situ or in- 
vasive adenocarcinoma. In one other patient, 


FIG. 3 
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with a large lesion in whom a Miles type of 
abdominoperineal resection was done, many 
sections showed no area of malignant degen- 
eration. This patient returned, however, in 
two years with ascites and other signs of ab- 
dominal carcinomatosis. The ascitic fluid 
showed cells compatible with mucoid carci- 
noma. This, then, would make 11 of 37, or 
29.6 per cent, showing malignant degenera- 
tion. 


In the extremely large tumors the incidence 
of malignant degeneration is much higher. 
We have had seven patients with such lesions. 
In three a definite histologic diagnosis of car- 
cinoma was made. The fourth patient suc- 
cumbed to mucoid carcinoma, which we can- 
not exclude as having arisen from a pre-exist- 
ing giant villous tumor. 


Treatment and Results 


We have found it necessary to individualize 
treatment because of the relatively infrequent 
occurence of these tumors and the apparent 
discrepancy between clinical manifestations 
and pathologic observations as reported in the 
literature. In general, treatment has followed 
a conservative trend except in those instances 
in which the preoperative biopsy diagnosis 
was carcinoma, or carcinoma was strongly 
suspected. Local technical factors based on the 
size and location of the tumor have also def- 
initely influenced the choice of treatment em- 
ployed. It should be emphasized that treat- 
ment is not instituted, except in patients with 
extremely small lesions, until the lower intes- 
tinal tract has been completely studied by ade- 
quate biopsy, proctoscopic examination and 
barium enema with air contrast studies. The 
reason for this is the high incidence of asso- 
ciated malignant degeneration elsewhere in 
the intestine. 


Since most of these lesions are located in the 
lower rectum, treatment can frequently be 
satisfactorily completed through the procto- 
scope. We restrict this form of treatment to 
those lesions less than 4 cm. in diameter lo- 
cated in the lower 10 cm. of the rectum in 
which the preoperative biopsy reveals no evi- 
dence of malignancy. Briefly, the method con- 
sists in complete removal of the lesion by the 
biopsy forceps and fulguration of the entire 
area as well as 0.3 to 0.5 cm. of normal mu- 
cosa around the circumference of the lesion. 
All removed tissue is examined microscopi- 
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cally. If the report is “carcinoma in situ or 
atypism,” nothing further is done. If the tis- 
sue shows invasive carcinoma, radical resec- 
tion is indicated; we have not yet encountered 
this circumstance. 


This plan of management has been em- 
ployed in 15 patients, all of whom are well for 
periods ranging from 8 years to 1 year. One 
of the patients had a local recurrence. She 
had a larger lesion than should have been 
treated in this way (6.0 cm.). The recurrence 
was removed by abdominoperineal proctec- 
tomy with preservation of the sphincters 
(“pull-through”), and she continues to be well 
two and a half years after discovery of the 
tumor. In three instances tumors of this size 
could be prolapsed out of the anus. These 
were removed by local excision with a margin 
of normal mucosa and suture closure of the 
mucosal defect. Seven lesions located outside 
of the lower rectum were removed by seg- 
mental resection. In all but one instance these 
resections satisfied our requirements for ade- 
quate excision for cancer. This lone limited 
resection was performed in conjunction with 
a palliative resection for carcinoma of the 
stomach. In two cases the primary reason for 
the type of procedure employed was a nearby 
carcinoma. We believe that this type of pro- 
cedure is indicated for the lesions at higher 
levels whenever resection is required. 

We have removed three tumors through 
colotomy incisions. These were all small and 
the defects were readily closed without distor- 
tion of the lumen. 

The real problem in management arises in 
patients with extremely large tumors of the 
lower rectum. Perhaps this problem is our 
own creation and could be readily solved by 
performing abdominoperineal resection in 
every case. We have reserved this procedure 
for those patients with clinical evidence or a 
preoperative biopsy diagnosis of carcinoma. 
The only deaths in our series occurred in this 
group. One elderly woman, who had obvious 
carcinomatous degeneration extending to the 
rectovaginal septum, was treated by abdomino- 
perineal resection with excision of uterus, 
tubes, ovaries and vagina, but the patient died 
fifteen months later with widespread metas- 
tasis. A large tumor reported as benign on all 
pathologic examinations was removed by a 
Miles procedure in an elderly man, who re- 
turned within two years with ascites which 
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showed mucoid carcinoma in the cell block 
prepared from aspirated fluid. We were not 
able to examine this patient thoroughly 
enough to exclude another origin for the as- 
cites, but it is presumed to have arisen from 
the villous tumor. 

Three patients with giant tumors were 
treated by a “pull-through” type of procedure. 
These were all operated on during the past 
three years and all are still living without re- 
currence or evidence of malignancy. 


Summary 


A rare epithelial tumor of the large intes- 
tine that occurs predominantly in the rectum 
is of interest not only because of its rarity but 
also because it often presents a problem in 
surgical management. We believe that the en- 
tire tumor should always be submitted to the 
pathologist and if there is any question of 
invasion, the most radical operation should be 
done. 

The gross appearance and clinical behavior 
of the villous tumor make it an entity distinct 
from adenomatous polyps. Its malignant po- 
tential is greater than that of the adenomatous 
polyp. 

On account of the advanced age of the pa- 
tients, the higher incidence of malignant de- 
generation of this tumor, and sparsity of in- 
formation in the literature, treatment of each 
patient must be individualized. 


All of our patients were subjected to re- 
peated proctoscopies, barium enema, and 
barium enema with air contrast studies as 
well as repeated biopsies, in order to arrive at 
a diagnosis. 

On this basis we have divided the treatment 
of villous tumors into five groups: (1) Local 
excision and fulguration, (2) local excision 
and suture closure, (3) segmental resection, 
(4) abdominoperineal resection and (5) “‘pull- 
through” procedure. 


There were two deaths in our series of 37 
cases. Both of these were in patients who had 
had the most radical surgical procedure. One 
tumor was found at autopsy. Thirty-four pa- 
tients are living and well at present. 
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Discussion (Abstract) 


Dr. George H. Thiele, Kansas City, Mo. An ade- 
quate discussion of this excellent presentation is very 
difficult in view of my limited experience with villous 
tumors. Certainly I have nothing to add to the clinical 
description of the physical characteristics and symp- 
toms of these tumors. 

This paper deals primarily with the management of 
villous tumors, and I therefore take the liberty of 
summarizing the opinions expressed. First of all, the 
authors have restricted local treatment, removal with 
biopsy forceps and fulguration of the base, to those 
lesions 4 cm. or less in diameter. If invasive carcinoma 
were to be found on biopsy of these small tumors, 
radical resection would be advised. They have, how- 
ever, never found invasion in tumors of less than 4 
cm. in diameter. Dr. Hines and his associates prefer 
segmental resection for all lesions located above the 
10 cm. level. 

They have removed three tumors through colotomy 
incisions. They have removed three large tumors by 
the “pull-through” operation, but do not state whether 
these lesions were carcinomatous. 

They report that 29.7 per cent of their cases showed 
either carcinoma in situ or invasive carcinoma. Sun- 
derland and Binkley report 68 per cent of their cases 
as having carcinoma in situ, and state that 39.5 per 
cent of their cases developed invasive carcinoma, infil- 
trating the bowel wall. In my small series of only seven 
cases, three (43 per cent) had invasive carcinoma, and 
four (57 per cent) showed only atypism. 

Regarding the question of local removal, Swinton 
states “It has been our experience that, although ful- 
guration or excision of the adenoma is rarely followed 
by recurrence, after the local treatment of the papil- 
lary type of tumor, recurrences are almost inevitable 
unless some type of resection is performed.” He says 
that over half of his cases which had not been sub- 
jected to some type of resection had repeated recur- 
rences. He states that “although we have agreed with 
Binkley that, in those tumors that have shown a uni- 
formly benign structure originally and in the earlier 
recurrences, carcinoma does not tend to develop, our 
tendency as a result of our experience, has been to 
employ some type of resection for these benign lesions 
whenever possible.” 

Sunderland and Binkley found no node invasion in 
any case unless there was penetration of the muscular 
wall of the bowel, but state “Conversely, no tumor that 
has not shown a significant degree of epithelial ab- 
normality, either in its original form or in early re- 
currences, has yet developed carcinoma in spite of re- 
peated recurrence over a period of years.” However 
these authors go on to suggest “that all those tumors 
that show atypical epithelial structure and cannot be 
fully removed by local surgical excision, be removed 
by resection of the rectum. Since metastases have not 
been demonstrated in any case prior to invasion of the 
bowel wall, a somewhat limited surgical procedure may 
suffice. Repeated cautery-snare removal or fulguration 
is not adequate to eradicate the lesion in most cases 
and should be reserved for those tumors of entirely 
benign structure occurring in patients who can be 
kept under close observation.” 
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I feel that the advisability of removal of the tumor 
through a colotomy should be questioned, for the rea- 
son that segmental resection is easily done if the lesion 
seems benign, but that if it proved later to have been 
malignant and only a colotomy had been done, seg- 
mental resection would still have to be done requiring 
another laparotomy. In the cases Where the lesion was 
large and a “pull-through” operation was done, I am 
sure that Dr. Hines felt that there was no reasonable 
doubt as to the benignancy of the tumor, and I can 
agree with the decision to employ the “pull-through”’ 
operation. 

My experience with villous tumors is limited to 7 
cases among 237 adenomas. All occurred in males, the 
average age being 67 years. The lesions averaged 4 cm. 
in diameter, ranging from 3.0 to 7.5 cm., and all but 
one involved the rectosigmoid. 


Three showed frank adenocarcinoma with invasion, 
and will be recited briefly because a lesson can be 
drawn from each. The average age was 73. The first 
patient was a man of 74 years with a 5 cm. sized lesion 
at the rectosigmoid extending into the sigmoid. Be- 
cause the patient had had a coronary occlusion the day 
of his barium enema, local removal and electrocoagu- 
lation was decided upon. This procedure was done 
three times during the following month. Contraction 
of the rectosigmoid due to scarring resulted, and eight 
weeks later resection or colostomy became necessary to 
forestall obstruction. Biopsies three and five weeks 
prior to resection had shown only granulation and scar 
tissue, and contraction of the rectosigmoid was the 
only reason for resection. A Hartman operation was 
done. At operation careful examination of the abdo- 
men, the involved portion of bowel and the mesocolon, 
revealed no sign of carcinoma. The pathologist found 
no carcinoma either in the bowel wall or in the meso- 
colic glands. The patient died on the seventh post- 
operative day from peritonitis due to a ruptured di- 
verticulum, and from coronary disease. Autopsy re- 
vealed numerous small mucoid carcinomatous implants 
in the liver. In this case biopsies three and five weeks 
preoperatively were negative; the resected bowel and 
mesocolon showed no cancer; and the conservative 
treatment of electrocoagulation would have been con- 
sidered adequate had not the postmortem examination 
revealed the liver metastases. This case is very similar 
to the one cited by Dr. Hines. 

The second patient, a 75 year old man, had a lesion 
with a pedicle | cm. in diameter located at the recto- 
sigmoid. Anterior resection was done; a large mesocolic 
lymph gland showed papillary adenocarcinoma. Other 
signs of spread were negative. This patient died 11 
months later with widespread metastases. It would have 
been a mistake to have treated this man by local re- 
moval and electrocoagulation even had it been tech- 
nically possible, simply because the lesion was small 
and was pedunculated. 

The third patient with carcinoma was a 69 year old 
physician who had a 2 by 3 cm. villous polyp located 7 
cm. above the anus on the posterior rectal wall. Biop- 
sies showed adenocarcinoma. This physician-patient 


absolutely refused any but local treatment. The tumor 
was removed with a dull ring-curette and the base was 
heavily electrocoagulated. This patient is still living 
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at the age of 83 and has never shown any signs of 
local or distant recurrence. This excellent result was 
certainly not to be expected, and should not serve as 
an example or a reason for the employment of what 
must be regarded as inadequate therapy in the treat- 
ment of similar lesions. 

The remaining four cases, averaging 63 years of age, 
showed only atypism. All of these tumors involved the 
rectosigmoid. One patient who refused resections was 
treated by curettage of the tumor and coagulation of 
the base. He is living and well five years later and re- 
fuses to submit to sigmoidoscopic observation by the 
referring proctologist. The other three cases were 
treated by resection and all are living and well for 
periods ranging from four and a half to nine years. 


During the management of these patients I found 
that in four cases it was possible to remove the tumor 
from the underlying intestinal wall very adequately by 
scraping the tumor off the wall with a dull ring-type 
curette. The procedure leaves a smooth slowly oozing 
base to which electrocoagulation can be easily and 
adequately applied, and the tissue removed for biopsy 
includes practically the entire tumor. 


I believe that villous tumors should be considered 
malignant until proven benign. I agree that if the 
tumor is 4 cm. or less in diameter and located below 
the peritoneal reflection, it may properly be treated 
by local removal and electrocoagulation of the base if 
the patient can be kept under close observation. 

I believe that all larger tumors should be treated by 
resection, and that whether a “pull-through” operation, 
an anterior resection, or a Miles resection is to be done 
should depend upon careful evaluation of the tumor, 
its location, and the evidence or lack of evidence of 
spread when the abdomen is opened. 

I believe that all lesions involving levels at or above 
the peritoneal reflection should be treated by resection 
of some type. 

I have found that a ring-type currette is useful for 
the removal of tissue for biopsy purposes and for the 
removal of the tumor preparatory to electrocoagulation 
of the base. 

I have enjoyed this paper very much. 


Dr. Tom E. Smith, Dallas, Tex. Like Dr. Thiele, I 
have had little experience with this lesion, having had 
only one case. Thus, I cannot qualify as an authority, 
but have two things I would like to point out. If my 
memory serves me correctly, this is the first time since 
1937 that this subject has been discussed. For that I 
want to congratulate Dr. Hines. 

I should like to point out to the younger surgeons 
that this Section offers an excellent sounding-board 
for presenting unique material. You may be surprised 
to learn that some of the men you think of as deans, 
often may have a more limited experience than yours. 
The men here appreciate being educated as well as 
being educators, 


Dr. Robert Rowe, Dallas, Tex. In going over the 
cases I am going to present later this afternoon, I 
found I had seven patients who had papillary tumors, 
that is, papillary adenomas or villous tumors, that 
required radical resection. 


I most heartily endorse everything that Dr. Hines 


i 
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has said, and find nothing to disagree with in what 
Dr. Thiele said. They emphasize that these tumors are 
dangerous and in most instances, especially when they 
are large, should be treated radically 


I have lantern slides of patients that show the danger 
of these lesions and the inadequacy of biopsy. 

This first slide is from a patient who had _ positive 
biopsies but the majority of the tumor was benign. 
A “pull-through” procedure was used in this instance. 
I do agree that a more conservative procedure can be 
used in these patients since the lesion tends to remain 
localized for long periods of time before it spreads. 
Nevertheless, most of the large ones are cancerous and 
require radical resection. 


This slide is from a woman, 45 years old. The lesions 
do not all occur in the older group. This was a papil- 
lary adenocarcinoma with positive biopsies; this was a 
large positive lymph node, but this patient is still 
living five years later. 

This slide shows a very large lesion. We took many 
biopsies which were all benign. She had been treated 
for 12 or 15 years for mucous colitis. We did a “pull- 
through” operation on her despite the fact that the 
biopsies were negative. In fact, radical resection is the 
only way one can treat a tumor as large as this. 
There was a definite adenocarcinoma in the upper 
part of the lesion. 


This slide is from a man 49 years old. The lesion 
was about 10 cm. in size, and all the biopsies were 
negative. In the center of this tumor was a definite 
adenocarcinoma. 

I operated on the woman whose lesion is seen on the 
slide about four or five years ago. On the strength of 
a biopsy I did a radical resection. In view of the small 
size of this growth, I think that is a mistake and this 
is the reason I included this slide. When we excised 
this tumor and sectioned it, there was a definite area 
of invasive carcinoma, and radical resectoin was the 
procedure of choice. I think this tumor, as close as it 
was to the outlet, should have been removed for total 
biopsy before performing a radical resection. Treat- 
ment should depend on whether or not there is in- 
vasive carcinoma present. 


This slide shows a patient who was seen not very 
long ago. An anterior resection and anastomosis was 
done. You can see in the center portion of the tumor 
an ulcerated area which is carcinoma. We had biopsied 
portions of this three or four times and could not find 
any carcinoma. We decided to do a radical resection 
on the strength of the size of the lesion. 


Dr. Edgar Boling, Atlanta, Ga. I have had five 
villous tumors, reported by biopsy as papillary adeno- 
carcinoma, for which radical resections were per- 
formed. A Miles abdominoperineal resection was done 
in one patient after she had previously had a local re- 
section and repeated fulguration for a period of eight 
years. She is now three years postoperative without 
evidence of recurrence but would probably be happier 
had we done a “pull-through” procedure as we did 
in the other four cases. Two af the patients have gone 
five years postoperatively without recurrence. One of 
the remaining patients was operated upon in_ his 
eightieth year and died two years later of cardiovascu- 
lar renal disease. The autopsy showed no evidence of 
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malignancy. We feel the “pull-through” procedure to 
be the operation of choice in this type of lesion. 


Dr. M. E. Rolens, Springfield, Ill. Dr. Trimpi, it 
seems that below the Mason-Dixon Line, there are not 
as many of these tumors. I have a small practice and 
have seen about twelve cases in the last ten years. One 
thing I thought about during this discussion was that 
I have not found the biopsy of much value; one can- 
not depend on it. I have never had a positive biopsy. 
I am not quite as sold on the “pull-through opera- 
tion for the removal of these tumors as Dr. Trimpi is. 
Many of these tumors, ever so large, can be delivered 
externally after a posterior proctotomy, if fixation 
has not taken place. By excision, cauterization of the 
stump, and suturing one will not get a stricture of 
the rectum if one stays above the pectinate line. 

I will never be so brave as to go deep enough with 
cauterization to destroy the tumor, except for the 
small ones which are treated in the office. I am very 
skeptical about fulguration. I cannot see how one can 
curette the tumor and then fulgurate because of the 
bleeding and oozing. I am never able to get the ful- 
guration current to penetrate. My failures are in an- 
terior tumors in women as I fear penetrating the 
peritoneal cavity. I am too conservative. 

In those who do have recurrences, one must watch 
out for malignancy. The operation having been easy, 
the patients want it done again and again. One lady I 
saw with another proctologist had had ten local opera- 
tions in 17 years. She refused to have anything more 
done and died recently. If they keep coming back there 
is something wrong. I follow my cases for two years at 
least; some of them I follow for five or six years. Those 
cases which we cauterize in the office give us no 
trouble. If they do not clear up the first time, we 
repeat the operation. 


Dr. Howard D, Trimpi, Philadelphia, Pa. The 
series of cases presented by Dr. Hines is a large one 
as villous tumors of the rectum and colon are not 
common. The studies undertaken and the results 
obtained by his efforts are of great material value 
to the literature on this subject. 

It is my own feeling that villous tumors not only 
should be considered premalignant but actually as 
being malignant when therapy is decided upon. De- 
spite repeated negative biopsies a large number will 
be found to have malignant foci when serially sec- 
tioned after excision. 


When excised locally and fulgurated they are prone 
to recur and not infrequently inoperable cancer is the 
end result. In addition to this danger, there is the 
hazard of complications resulting from the extensive 
fulguration or excision necessary when the growth 
is found at the rectosigmoid area. In my experience 
resection is the treatment of choice. I do not believe 
a patient need be discomfited by a permanent colostomy 
except of course where a definite malignancy exists in 
proximity to the anal sphincters. 

The abdominoperineal “pull-through” resection is 
ideal for most of these villous tumors that occur in 
the rectum. End-to-end anastomosis after resection is 
used to re-etsablish bowel continuity for higher lesions. 


I wish to thank Dr. Hines for a very excellent and 
valuable presentation. 
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Calcifying Epithelioma: 


SEPTEMBER 1955 


With Emphasis 


on its Occurrence in Childhood* 


EDWARD P. CAWLEY, M.D., and CLAYTON E. WHEELER, M.D.,t+ 


Charlottesville, Va. 


Here is a lesion which must be differentiated from sebaceous and epidermoid cysts. 


EIGHTEEN examples of the peculiar tumor 
known as calcifying epithelioma have been 
encountered in the surgical pathology mate- 
rial at the University of Virginia Hospital 
during a recent three and one-half year pe- 
riod. Ten of these 18 cases occurred in chil- 
dren. Data pertaining to various features of 
calcifying epithelioma, with special attention 
devoted to the 10 cases which occurred in 
childhood, will be presented in succeeding 
paragraphs. 
Clinical Features 

Calcifying epithelioma is an asymptomatic, 
subcutaneous tumor which occurs in the skin 
of the head, face, neck or upper extremities 
and less frequently on other parts of the 
cutaneous surface. The lesion is usually a 
solitary, slowly growing, hard nodule which 
varies from 1 to 3 cm. in diameter and is ad- 
herent to, but freely movable with the skin. 
The tumor occurs at all ages, and in both 
sexes, but is most commonly encountered in 
young females. Despite the name calcifying 
epithelioma, the tumor is benign.? 


Microscopic Features 


The usual calcifying epithelioma is a well 
circumscribed lesion comprised of a mixture 
of “shadow’? or “mummified’’ cells, “ba- 
sophilic’? or “basaloid’”® cells and calcium, 
embedded in a connective tissue stroma. The 
shadow or mummified cells, which usually 
comprise a large portion of the lesion, have 
distinct cell outlines, a “shadow” in place of 
the nucleus? and are arranged in irregular, 
pale, acidophilic staining masses. The baso- 
philic or basaloid cells, which comprise the 
viable epithelium‘ of the lesion, are also ar- 
ranged in irregular masses and may simulate 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 


+From the Departments of Dermatology and Pathology, 
University of Virginia School of Medicine, Charlottesville, Va. 


basal cell carcinoma in striking fashion. Grad- 
ual transition from basophilic to shadow cells 
can usually be demonstrated. Calcium, 
which is usually present,* may occur in the 
form of fine granules within the shadow 
cells or as sheets and masses replacing the 
shadow cells.2 The connective tissue stroma 
may show an intense foreign body reaction, 
especially in proximity to the shadow cell 
masses. 


Clinical Study of Calcifying Epithelioma in 
Childhood 


Because most tumors of the skin are rare in 
childhood (exclusive of hemangiomas and 
nevi), the partiality of calcifying epithelioma 
for children, as shown by the 10 cases refer- 
red to in the opening paragraph, is quite re- 
markable. Among these 10 cases, 2 of the 
children were aged 12 years, one was aged 6 
years, 3 were aged 4 years and 4 were aged 3 
years. In each instance the tumor was de- 
scribed by the clinician as an asymptomatic, 
firm or hard, subcutaneous nodule, the largest 
of which was 2 cm. in diameter. Four of the 
10 lesions occurred on the neck, 3 on the face, 
one on the upper eyelid, one on the nose (Fig. 
1, A and B) and one on the upper arm. Nine 
of the children were white and one was col- 
ored. The patients were equally divided as 
to sex. There was no family history of similar 
lesions among the 10 cases but in 2 instances 
there was a concise and clearcut history of a 
recent blow, by a blunt object, having been 
sustained at the site in which the tumor sub- 
sequently developed. 

Each of the 10 lesions was surgically excised. 
The preoperative clinical diagnosis was se- 
baceous or epidermoid cyst in 7 of the 10 
cases, xanthoma in one and “tumor” in one. 
The correct preoperative diagnosis of calci- 
fying epithelioma was made in one instance 
on the basis of a roentgenogram (Fig. 2). 
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FIG. 1 


A. Calcifying epithelioma on the nose of a four year old boy. 


FIG. 2 


Roentgenographic demonstration of a calcifying epithelioma 
of the neck, just inferior to the ear in a four year old girl. 
(Courtesy of Dr. C. V. Cimmino, Department of Roentgen- 
ology, Mary Washington Hospital, Fredericksburg, Va.) 


The diagnosis of calcifying epithelioma was 
established or verified in all 10 cases on the 
basis of microscopic findings (Fig. 3, A and 
B). In each instance the lesion was comprised 
of a mixture of shadow cells and basophilic 
cells embedded in a connective tissue stroma. 


B. Close-up view, 


Calcium, in variable quantity, was present in 
7 of the 10 lesions. Although a follow-up has 
not been achieved in all 10 cases, it is known 
that there has been no recurrence in 8 of the 
10. 

Comment. Data derived from this study 
which warrant further comment are the fol- 
lowing: (a) More than half the examples of 
calcifying epithelioma in this series of 18 cases 
occurred in children who were aged 12 years 
or younger, and in 7 instances the patients 
were less than 5 years of age. A suitable ex- 
planation for this partiality of the tumor for 
children is not presently available. (b) In 2 
cases there was a concise and clearcut history 
of a recent blow with a blunt object having 
been sustained at the site in which the tumor 
subsequently developed. Although the etiol- 
ogy of calcifying epithelioma is unknown, it 
appears conceivable that trauma may be a 
factor, in at least some cases. (c) The pre- 
operative clinical diagnosis was sebaceous or 
epidermoid cyst in 7 of the 10 cases of calcify- 
ing epithelioma which occurred in children. 
Because it is known that sebaceous and 
epidermoid cysts rarely develop before pu- 
berty,® ® it would seem logical, on the basis of 
these 10 cases, to emphasize calcifying epithe- 
lioma in the differential diagnosis of lesions 
occurring in children which bear a clinical 
resemblance to sebaceous or epidermoid cyst. 


Summary 


Data pertaining to various features of cal- 
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FIG. 3 


i 


‘ 


A. Microscopic section shows the pale staining shadow cells in the upper, central portion. Dark staining masses of basophil- 


ic cells, resembling basal cell carcinoma, are present to 


the left of and below the shadow cells. Some of the masses of 
basophilic cells are separated by rather loosely arranged connective tissue. 


B. Higher magnification shows the shadow 


and basophilic cells to good advantage, as well as the gradual transition of basophilic to shadow cells. 


cifying epithelioma, with special attention de- 
voted to 10 cases which occurred in child- 
hood, have been presented. 
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Discussion (Abstract) 


Dr. David B. Morgan, Kansas City, Mo. Calcifying 
epithelioma is undoubtedly not as rare as it is 
usually believed to be, since some people do not seek 
the physician’s advice about it or, the doctor, in re- 
moving such a lesion, often feels it is a sebaceous cyst 
and does not have the lesion sectioned for microscopic 
examination. In the past three years at St. Luke’s 
Hospital in Kansas City, Missouri, 28 cases have been 
diagnosed by the Department of Pathology. Recently 
I sent out a questionnaire on 15 of these cases. Of 
the 12 answers I received, only 4 of the patients were 


children at the time. On these I received the following 
information: the clinical impression was a firm sub- 
cutaneous tumor in two cases and sebaceous cyst in 
the remaining two. Age of the patient at the time 
of biopsy ranged from 3 to 11 years. Males and fe- 
males were equally divided. The duration of the 
lesion ranged from 2 months to 3 years. In 3 patients 
the lesion was located on the cheek, and the remain- 
ing one on the forearm. In each of these cases there 
was only one lesion. In only one instance was there 
even a questionable history of trauma. In this case 
there was a history of a pencil point being run into 
an adjacent area. Following excision of the tumor 
there was no recurrence in any of these four patients. 

In checking over the cross index of pathologic diag- 
noses at the Mercy Children’s Hospital in Kansas City, 
Missouri, for the past 7 years, no such entity was re- 
corded. This may possibly be due to the fact that 
such lesions may not have been sectioned because 
they were felt to be sebaceous, or more likely the com- 
moner epidermoid cyst. 

Histologically the features of calcifying epithelioma 
must be differentiated from both basal-cell and 
squamous-cell epithelioma, calcified epidermoid cyst, 
and calcinosis cutis circumscripta. Both of these types 
of epithelioma can usually be differentiated because 
calcifying epithelioma ordinarily has a fibrous capsule 
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and the epithelial cells of the tumor do not connect 
with the overlying epidermis. Basa-cell epithelioma 
usually has palisading at the periphery of the tumor 
cells and mitotic figures are much more frequent. 
Squamous cell epithelioma of a low-grade type must 
be differentiated at times when the basophilic staining 
viable cells of calcifying epithelioma show intercel- 
lular bridges and rather numerous mitoses. Calcinosis 
cutis circumscripta may also simulate this condition. 
Although calcinosis shows a microscopic picture of a 
homogeneous calcareous mass surrounded by a dense 
fibro-elastic capsule with occasional foreign body giant 
cells, there are no epithelial elements to be found. 
The deep basophilic staining viable basal-cell type of 
epithelium, mixed with the pale eosinophilic stain- 
ing necrotic shadow cells of squamous epithelium 
gives the microscopic picture of calcifying epithelioma. 
They constitute definite distinguishing characteristics 
from most any other skin or subcutaneous tumors. 
However, the rather rare calcified epidermoid cyst 
may be indistinguishable at times. Even in old lesions 
of calcifying epithelioma where no further basophilic 
cells may be found, eosinophilic-staining shadow cells 
will still be present and should serve to differentiate 
the two conditions. 


Since the records of these 12 cases which I studied 
showed two recurrences, I think it is important to 
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stress that in surgical excision of these tumors one 
must go well beyond the border to be sure that the 
capsule is completely removed, although this is not 
considered to be a malignant growth. 

I wish to thank Drs. Cawley and Wheeler for 
presenting this fine paper which should alert all der- 
matologists to become more familiar with this inter- 
esting condition. 

Dr. Joseph A. Elliott, Jr., Charlotte, N. C. Drs. Caw- 
ley and Wheeler have emphasized the importance of 
considering calcifying epithelioma in the differential 
diagnosis of lesions occurring in children which have 
a clinical resemblance to sebaceous or epidermal 
cysts. The percentage of calcifying epitheliomas oc- 
curring in children in their series is unusually high. 

A perusal of previous reports of calcifying epithe- 
lioma in children show a significant but smaller per 
cent. Of 12 calcifying epitheliomas encountered in 
approximately 15,000 surgical pathology specimens in 
Charlotte Memorial Hospital, only 2 occurred in chil- 
dren and 2 in teen-agers. 

Possibly this discrepancy in percentages is a reflec- 
tion in the relative number of pediatric-surgical pa- 
tients. In any event, as a result of the presentation 
of this paper, an increased awareness of the occur- 
rence of calcifying epithelioma in children should 
lead to its more frequent diagnosis. 


Treatment of Hemochromatosis by 
Repeated Venesection: A Follow-Up: 


W. D. DAVIS, JR., M.D.,t New Orleans, La. 


Repeated phlebotomy, by making a demand upon iron stores in body tissues, offers the 


only successful management of hemochromatosis. 


Since the initial report of the mobilization 
of tissue iron and the dimunition of hemosid- 
erin deposits in the livers of patients with 
hemochromatosis by repeated venesection, 
made before this group five years ago,’ a num- 
ber of observations concerning the effect of 
bleeding in patients with hemochromatosis 
have become available.*-* There is general 
agreement that tissue iron is readily available 


*Read before the Section on Gastroenterology, Southern 


Medical Association, Forty-Eighth Annual Meeting, St. Louis, 
Mo., November 8-11, 1954. 

7From the Section on Gastroenterology, The Ochsner Clinic 
and Department of Medicine, Tulane University of Louisiana, 
School of Medicine, New Orleans, La., and the Department 
of Medicine, U. S. Naval Hospital, Portsmouth, Va. 


for hematopoiesis in these patients and that 
clinical improvement usually follows the re- 
moval of considerable amounts of iron pig- 
ment by means of massive venesection. Those 
patients who have not improved either have 
been unable to utilize the iron by virtue of 
faulty hematopoiesis, have been unable to 
withstand the rigors of repeated bleeding, or 
have fallen victim to the other complications 
of hemochromatosis, especially primary carci- 
noma of the liver or bleeding esophageal var- 
ices. All three of our original patients have 
been seen within the past year and form the 
basis for this follow-up report. 
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lron Storage Syndromes 


For purposes of orientation, figure 1 ‘pro- 
vides a diagramatic representation of condi- 
tions causing iron storage disease. The most 
frequent instances of iron storage syndromes 
are associated with various forms of anemia. 
Usually, but not always of refractory nature, 
these anemias are apparently characterized 
by an increased ability and stimulus for the 
absorption of iron from the intestinal tract. 
The most common of such anemias have been 
thalassemia,® sickle cell anemia,'!® various 
megaloblastic anemias,"! aplastic anemia and 
the occasional rare, so called idiopathic hypo- 
chromic anemias.'* 

Apparently, in some of these instances, the 
presence of the anemia is sufficient stimulus 
to permit the absorption of sufficient iron 
over long periods of time to permit the ac- 
cumulation of massive quantities in the vari- 
ous organs commonly affected in hemo- 
chromatosis. In rare instances, where life con- 
tinues for many years after development of the 
disease, the actual magnitude of iron storage 
may approach or pass that seen in so-called 
idiopathic hemochromatosis. Frequently, in 
these instances, the iron storage is aggravated 
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and intensified by various therapeutic meas- 
ures aimed at combating the anemia, particu- 
larly repeated transfusions! (which in some 
aplastic anemias may reach tremendous pro- 
portions), intravenous iron therapy and oral 
iron therapy.!* ' 15 In some anemias, particu- 
larly aplastic anemia, iron storage disease may 
perhaps result purely from the exogenous 
exhibition of iron as in transfusions, or intra- 
venous or oral iron therapy. 

Whether the full picture of true hemo- 
chromatosis, comprising cirrhosis, massive iron 
deposition in the various epithelial organs, 
and saturation of the plasma iron-binding 
protein with dimunition of the total plasma 
iron carrying capacity, develops in the ab- 
sence of other contributory factors is question- 
able. However, this possibility has yet to be 
conclusively disproven. On the other hand, a 
group of conditions associated with excessive 
iron deposition in the absence of any anemia 
as the increased stimulus for iron absorption, 
but associated apparently with continued in- 
creased iron absorption, are those cases which 
comprise the usual classical instances of 
hemochromatosis. Apparently one group of 
these cases are the cytosiderosis cases'® of the 
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Gillmans in South Africa. These have, in com- 
mon with Kinney, Hegsted and Finch’s! ex- 
perimental hemochromatosis in animals, the 
presence of a diet which is deficient in phos- 
phorous and associated with an increased in- 
gestion of iron.’ On the other hand, neither 
of these factors has been demonstrated as yet 
in the patients whom we usually see with 
idiopathic hemochromatosis, whether these be 
in the familial group or in those which ap- 
parently are of only sporadic occurrence. 


Treatment by Venesection 


Repeated bleeding might reasonably be ex- 
pected to result in increased hematopoiesis 
and ultimate mobilization of excessive stored 
tissue iron in only the patients with appar- 
ently normal hematopoietic mechanisms, and 
perhaps in some having megaloblastic ane- 
mia in whom a normal blood formation may 
be induced by exhibition of the erythrocyte 
maturation factor. 


Of our patients, the one whose course has 
been followed the longest offers the first case 
report. 


Case Reports 


Case 1. This was a white woman (P.S.) who died a 
few weeks ago at 78 years of age. 


She was initially seen in July, 1946, with complaint 
of recurrent pain in the right upper quadrant of the 
abdomen of many years duration. 

Her initial significant physical findings included a 
dusky skin, an enlarged liver which was palpable to the 
level of the umbilicus, extremely hard, quite tender, 
and a spleen which extended four centimeters below 
the left costal margin. 


She had moderate elevation of the sedimentation 
rate and Bromsulfalein dye retention was 10 per cent 
at the end of 30 minutes following injection of 5 mg. 
per kilogram of body weight. Her total plasma protein 
level was 6.8 Gm. per 100 ml., with a serum albumin 
of 3.5 and serum globulin of 3.3 Gm. per 100 ml. 


The diagnosis of hemochromatosis was initially es- 
tablished by liver biopsy.8 Between March 23, 1947, 
and February 13, 1949, 40 liters of blood were removed 
and the plasma re-infused. She tolerated her phle- 
botomies exceedingly well and at no time developed 
any evidence of protein deficiency or chronic anemia. 
Serial liver biopsy studies have showed diminution in 
the hemosiderin content of the liver, though com- 
plete disappearance has not occurred in her case. Her 
liver function studies have improved. Her liver has 
become softer, smaller and less tender. Her sense of 
well being improved remarkably initially, and has been 
maintained despite her 78 years, until a few months 
prior to her last visit in November, 1953. 


When seen at that time her complexion was much 
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less dusky, the liver was considerably smaller than 
when seen previously, extending perhaps half way to 
the umbilicus, the spleen was palpable 2 to 3 centi- 
meters below the left costal margin. There was also 
present on this examination a pulsating midabdominal 
mass, 8 centimeters in diameter, which on x-ray study 
appeared to be a partially calcified aneurysm of the 
abdominal aorta. In addition, she had moderate pit- 
ting edema of the ankles, bilateral basilar rales, mod- 
erate tachycardia, and was thought to be in mild con- 
gestive failure. 


Her liver function studies, however, were perfectly 
normal, the Bromsulfalein retention being zero at the 
end of 45 minutes, cephalin flocculation test 1 plus, 
fasting blood sugar 93 mg. per 100 ml., total protein 
6.9, with an albumin of 3.7, globulin, 3.2 Gm. per 100 
ml., and a hematocrit of 41 per cent. Another liver 
biopsy done on this admission revealed again the pres- 
ence of rather extensive, though inactive cirrhosis with 
still a moderate deposition of iron pigment in the 
hepatic parenchymal cells, biliary epithelium and 
fibrous tissue (though less in amount than on pre- 
vious biopsies). On the usual program of sodium re 
striction, digitalization and mercurial diuretics, she be- 
came edema free and on discharge was again feeling 
rather well. At home, however, she gradually worsened 
and died a few weeks ago. Autopsy unfortunately, was 
not done. 


Case 2. This patient, A.W., a 51 year old, white male 
plantation owner from Arkansas, was initially seen in 
November, 1948, with a complaint of weakness, ab- 
dominal pain and urinary frequency. 

He had been a heavy consumer of alcohol for the 
previous 20 years and immediately prior to admission 
had been drinking exceptionally heavy and had lost 
approximately 35 pounds. 

Initial examination revealed increased pigmentation 
of the skin, moderate sclerosis of the retinal arterioles, 
increased anteroposterior diameter of the chest, mod- 
erate hypertension of both systolic and diastolic variety, 
dimunition of breath sounds with expiratory basilar 
rales and wheezing. A harsh systolic murmur was 
heard over the apex of the heart. There was a well 
healed thoracotomy scar in the right posterior lower 
thorax. The liver was easily palpated eight centimeters 
below the right costal margin and the spleen was ques- 
tionably felt two centimeters below the left costal 
margin. He was moderately tender in the epigastrium 
and left upper abdominal quadrant. There were mod- 
erate sized external hemorrhoids and slight edema of 
the ankles was present. 


A peripheral blood study was entirely normal. Total 
serum protein was 6.23 Gm. with 2.9 Gm. of albumin 
and 3.3 Gm. of globulin per 100 ml. Fasting blood 
sugar was 359 mg. per 100 ml. confirmed by a second 
value the next day of 389 mg. Cephalin flocculation 
test was 3 plus, Bromsulfalein retention 19 per cent at 
45 minutes after injection of 5 mg. of dye per 
kilo; prothrombin activity was 48 per cent of normal. 
Cholecystogram revealed one calcified stone in a non- 
functioning gallbladder. Liver biopsy, December 4, 


1948, revealed severe cirrhosis, moderate fatty infiltra- 
tion, considerable chronic inflammation, and a tre- 
mendous amount of iron pigment scattered through 
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FIG. 2 


First biopsy (Case 2) showing cirrhosis 


the parenchymal cells, connective tissue and_ biliary 
epithelium (Fig. 2). 

Details of his management have been previously re- 
ported,s but his diabetes stabilized rather rapidly and 
he was able to tolerate repeated phlebotomies at ir- 
regular intervals over the next four years. The liver 
returned to normal size and was no longer palpable. 
Serial biopsy studies revealed complete disappearance 
of the iron from the liver and serial liver function 
studies in general tended to improve, although there 


and iron pigment. (A) X 100 (B) X 400. 


was a not infrequent relapse associated with recurrent 
alcoholism. In general, however, he continued to im- 
prove until he was seen again on November 18, 1953, 
when obvious deterioration in his condition was noted. 
The liver was again palpated eight centimeters below 
the costal margin, a remarkable change from his pre- 
vious examinations of the year before, when it was of 
normal size and not palpable. It was now nodular and 
hard and there was a questionable evidence of ascites. 
However, a biopsy done at this time revealed only 


FIG. 3 


Autopsy specimens. (A) Showing absence of iron in hepatic parenchyma, X 400. (B) Primary hepatic cell carcinoma, X 100. 


(C) X 400 
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moderate cirrhosis in an inactive state and no iron 
pigmentation. 

Laboratory studies revealed fasting blood sugars of 
55, 57 and 58 mg. per 100 ml. and 126 mg. per 100 ml. 
one hour after a meal. Total serum bilirubin was 2.46 
mg. with a 1 minute reading of 1.07 mg.8 per 100 ml.; 
serum protein level was 7.1 with albumin 4.2, and 
globulin 2.9 Gm. per 100 ml.; hematocrit was 50 per 
cent; Bromsulfalein retention was 29 per cent at the 
end of 45 minutes and sedimentation rate was 45 at 
the end of | hour. 

He left for a vacation trip to Florida, but returned 
again February 23, 1954, and appeared to have de- 
teriorated rapidly. On this admission there was marked 
and uncomfortable ascites, the liver was further in- 
creased in size to 14 cm. below the costal margin with 
increase in size and prominence of the nodules. The 
ascitic fluid was now blood stained and the liver bi- 
opsy revealed undifferentiated carcinoma. Direct portal 
pressure measurements on two occasions were normal. 
In desperation he was given a course of nitrogen mus- 
tard but did not improve. 

He died shortly thereafter and autopsy of a limited 
nature was done by the family physician, who very 
kindly forwarded blocks of the liver for study. The 
liver was studded with large neoplastic nodules and on 
microscopic section these showed typical large clear 
cells of a primary hepatic cell carcinoma. Iron stains 
of both tumor and liver tissue were negative (Fig. 3). 
The other organs were of normal color, but unfortu- 
nately, sections and iron stains were not available. 


Case 3. G. P., now a 52 year old, Texas Osteopath, 
was initially seen July 20, 1949, complaining of fatig- 
ability and weakness for the previous 10 months and 
recent incapacity for work. He had been consuming 
increasing amounts of alcohol and had had episodes 
of confusion and disorientation a few months prior to 
admission. 


Initial examination revealed a blood pressure of 
144/100 in both arms. The entire skin had a bluish 
cast and the discoloration in the skin around the ankles 
was rather pronounced. The liver was palpated eight 
centimeters below the right costal margin, the spleen 
was not felt. 


Laboratory studies revealed a normal hemogram. 
Fasting blood sugar was 150 mg. per 100 ml., prothrom- 
bin level was 49.6 per cent, serum protein was 5.8 Gm., 
with 3.2 Gm. albumin and 2.6 Gm. of globulin per 100 
ml. Bromeulfalein retention was only 4 per cent at the 
end of 45 minutes. Electrocardiogram revealed low 
T-waves in leads 1, 2 and V4, through V6. The liver 
biopsy revealed hemochromatosis with extensive depo- 
sition of iron pigment throughout the sections and 
moderately advanced cirrhosis. 


A usual anticirrhotic supportive regimen was insti- 
tuted and 33 liters of blood were removed during the 
ensuring 35 weeks. Bleeding has been continued at less 
frequent intervals since then. A detailed report of this 
period has been previously made,8 but his course has 
been one of a progressive increase in well being, ability 
to work and disappearance of any evidences of hemo- 
chromatosis or liver disease. When seen on March 5, 
1951, his color was entirely normal, the liver could 
be barely palpated two centimeters below the costal 
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margin on deep insipration and was of normal con- 
sistency. 

Complete “liver profile” was entirely normal. Fasting 
blood sugar was 116 mg. per 100 ml., but there was a 
very mild hypochromic anemia with 10.4 Gm. of hemo- 
globin, and red cell count was 3.85 million. Liver 
biopsy at this time revealed a picture of inactive cir- 
rhosis with no iron pigmentation. 

When last seen on February 12, 1954, he had been 
bled of 133 pints of blood, 13 within the previous 
year. He felt well, his blood pressure was 130/70, his 
color was normal and the liver could be palpated | to 
2 centimeters below the right costal margin. The spleen 
could not be felt. 


At this time serum iron was 0.07 mg. per 100 ml.* 
(a normal figure), while one year previously it had 
been 0.243 mg. per 100 ml. Fasting blood sugar was 
79 mg. per 100 ml. though the tolerance test still 
showed a mild diabetic type (Fig. 1). Other laboratory 
studies revealed the following results: Bromsulfalein re- 
tention was 0 at 45 minutes; cephalin flocculation 0, 
total serum protein 6.7 with 5.0 Gm. of albumin and 
1.17 Gm. of globulin per 100 ml., serum bilirubin 0.07 
mg. per cent, 100 ml., hematocrit 47 with 14.5 Gm. of 
hemoglobin, sedimentation rate 6 mm. per hour. There 
had been a slight flattening of the T-waves in the 
electrocardiogram since his last tracing in 1953. 


Discussion 


In attempting to evaluate the results of 
phlebotomy in these three patients, it is, of 
course, difficult to separate the manifestation 
of disease due to hemochromatosis from the 
degenerative processes in patients of this age 
group. For instance, it is felt that the first pa- 
tient might reasonably be expected to develop 
an arteriosclerotic aneurysm of the abdominal 
aorta and congestive failure on the basis of 
arteriosclerotic heart disease at the age of 78 
whether hemochromatosis was present or not. 
Despite the fact that she voluntarily discon- 
tinued having phlebotomies before complete 
disappearance of iron from the tissues had 
been effected, unquestioned symptomatic and 
objective improvement continued for a period 
of six years following the initiation of treat- 
ment. Whether the hemochromatosis was as- 
sociated with the new manifestations of the 
last visit and her death is, of course, prob- 
lematical. 

The third patient, as far as can be deter- 
mined objectively at the present time, is per- 
fectly well except for a mild abnormality of 
his glucose tolerance test, and an electro- 
cardiographic abnormality which initially im- 
proved following the beginning of phlebot- 


*Kindly performed by Rubenia Dubach, Hematology Labora- 
tory, Washington University, School of Medicine, St. Louis, Mo. 
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TABLE 1 
SUMMARY OF LABORATORY FINDINGS BEFORE AND DURING PERIOD OF VENESECTION* 


Patient P.S., 78 yr., female A.W., 55 yr., male G.P., 54 yr., male 
Years after venesection begun 0 l 7 0 1 2 67 0 l 5 
BSP—45 min. 15 0 0 19 10 + 29 4 3 0 
Fasting blood sugar mg. “ 97 93 93 359 543°* 108** 58°** 150 123 79° 
Serum protein Gm. 6.8 5.8 6.9 6.2 5. 6.8 7.4 5.8 6.7 6.7 
Serum albumin Gm. 3.5 2.9 3.7 2.9 3.6 4.1 4.2 $2 4.0 5.0 
Serum globulin Gm. 3.3 2.9 3.2 3.3 2.1 2.7 2.9 2.6 2.7 1.7 
Erythrocytes (million) 3.9 4.25 ».16 4.49 4.02 4.9 5.0 
Hemoglobin Gm. 12.6 15.5 13 14.4 14.6 12.7 15.9 14.9 13.7 14.5 
Hematocrit % 41 46 40 50 41.5 48 47 


*Frequent phlebotomies were done during the first year in all cases. 


**On Insulin. °True Sugar (RANGE 55-90 mg.%). 


+The six year figures on A.W. were obtained during the terminal illness. 


omies, but which has been progressive in the 
last two years. Again, the question as to 
whether these are related to progression of 
hemochromatosis despite the removal of all 
microscopically visible iron from tissues ex- 
amined and the development of a normal 
serum iron level in addition to quiescence of 
the cirrhosis is not answered. While it is felt 
that these changes in all likelihood represent 
progression of an entirely unrelated process 
than the hemochromatosis, particularly since 
they have continued to progress while all the 
other manifestations of hemochromatosis have 
apparently become quiescent or disappeared, 
definite proof is not yet available. 

The second patient presents, in many ways, 
the most interesting problem of the three, in 
that he eventually developed a primary he- 
patic cell carcinoma despite the absence of 
any histologically demonstrable iron in the 
liver. While carcinoma of the liver is fairly 
frequent in cirrhosis, it is much more (3 to 5 
times)'* common in hemochromatosis. Its de- 
velopment in a patient who had apparently 
been made relatively iron-free must be viewed 
with some misgivings, even though he never 
was able to follow a good program for treat- 
ment of cirrhosis insofar as his periodic bouts 
of alcoholism were concerned. 

Finally, it should be noted that no ill ef- 
fects were sustained by any of the patients 
which could be attributed to the removal of 
blood. Their nutrition, protein levels, liver 
function tests and blood pictures all either 
showed improvement or remained within nor- 
mal limits during the period of observation 
(Table 1). 


Conclusion 


As a result of further follow-up studies on 
the initial three patients we have treated with 
massive phlebotomy for hemochromatosis, it 
seems well established that “an iron-free state” 
may be reached and maintained. It appears 
likely that if this state can be reached fairly 
early in the course of the disease, stability of 
all manifestations of the disease may be main- 
tained. However, despite the maintenance of 
an iron-free state in patients with advanced 
hemochromatosis, fatal complications may 
ensue. 
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Discussion (Abstract) 


Dr. John M. Rumball, Coral Gables, Fla. Dr. Davis’ 
pioneer work, since 1948, has definitely contributed 
much to our knowledge of this poorly understood 
metabolic process. He and others have shown that iron 
stores can be utilized in hematopoiesis. Finch had for- 
merly stated that only extracellular iron can be uti- 
lized in this manner. This work by Dr. Davis and 
others disproves the previously held theory and we 
now know that iron stores can be utilized. 


Phlebotomy appears to be the best method available 
today in the treatment of the basic underlying dis- 
turbance of excessive iron storage. It does not, how- 
ever, get at the cause. It will be interesting to learn 
what happens to patients like the last case described 
by Dr. Davis. 

During the past two years we have been interested 
in iron metabolism, and at this point we feel that the 
determination of serum iron content has been so help- 
ful in the study of patients with liver disease and cer- 
tain gastrointestinal disturbances that we have made 
this determination available to all patients in our hos- 
pital. To date 368 serum iron determinations and 13 
oral iron tolerance tests have been done. 


The total serum iron in patients with hemochroma- 
tosis would be expected to be high. This is true in 
some instances but by no means in every one. Serum 
iron values as high as 734 micrograms per cent have 
been reported. Oral iron tolerance tests have not been 
recorded frequently in the literature. In some instances 
the serum iron rises to an extremely high level; how- 
ever, more commonly the oral iron intolerance tests 
show a flat curve. One of our patients with hemo- 
chromatosis who had not had any phlebotomies had a 
fasting serum iron of 200 gamma and at the end of 2 
hours 195 gamma, at 4 hours 210 gamma, and at 6 
hours 210 gamma. A second patient considered to have 
hemosiderosis had a similar type of tolerance curve. 
The reason for this flat curve is unknown to me and 
I should like to ask Dr. Davis if he knows of a good ex- 
planation. The three possibilities which have occurred 
to me which are: (1) The ingested iron is absorbed so 
rapidly that we have been unable to catch the rise in 
serum; (2) that supersaturation of the iron-binding pro- 
tein (beta globulin) prevents the iron from getting into 
the plasma; and (3) a third, suggested by Chodos and 
Ross, who stated that there is a lack of absorption 
from the gastrointestinal tract in hemochromatosis con- 
trary to the concepts of Peterson as suggested by his 
radioactive iron (Fe5%) studies. Peterson showed that 
the normal absorption of iron ranged from | to 4 per 
cent from the gastrointestinal tract and that in hemo- 
chromatosis there was marked increase in iron absorp- 
tion, ranging from 20 to 45 per cent from the gastro- 
intestinal tract. Chodos and Ross, using radioactive iron 
studies, were unable to reduplicate Peterson’s work and 
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stated that absorption of iron from the gastrointestinal 
tract was similar to normal subjects and in fact in 
some instances were lower. Their percentage of ab- 
sorption ranged from 0.5 to 11 per cent in patients 
with hemochromatosis. Dr. Welch tells me that Ross, 
in later work, was able to show increased absorption 
of Fe59 (unpublished). 


The level of serum iron cannot be utilized in evalu- 
ating the benefit of phlebotomies whereas serial needle 
biopsies of the liver do give a very accurate estima- 
tion. Electrocardiograms and cardiac fluoroscopy may 
help in evaluating the degree of withdrawal of iron 
from the myocardium though, as Dr. Davis points out, 
the increasing age of these patients influences the ac- 
curacy of the estimation. 


One final question for Dr. Davis: Why do some pa- 
tients adequately treated with phlebotomies fail to 
show mobilization of the iron stores in the liver? 


Dr. Frederick E. Marsh, Chattanooga, Tenn. Dr. 
Davis is to be congratulated for his original work in 
the treatment of hemochromatosis. This disease should 
be suspected in every patient with diabetes who has 
an unexplained enlargement of the liver. Early diag- 
nosis is imperative. As Dr. Davis has stated, the 
patient may not be able to withstand repeated vene- 
sections if they are instituted late in the disease. 


The derangement of iron metabolism which leads 
to the clinical syndrome of hemochromatosis produces 
widespread damage. The presence of high blood values 
for iron usually greater than 200 gammas against a 
normal value of 120 gammas is associated with the 
deposition of abnormal iron-containing pigments in 
all the tissues of the body. 


According to most authors, the average duration of 
the disease is 4.9 years; liver deaths replace diabetic 
coma as the major cause of exitus in this disease. The 
complications stressed by Dr. Davis are primary carci- 
noma of the liver, bleeding esophageal varices and 
faulty hematopoiesis with an inability to utilize iron 
in the body. Other infrequent complications of the 
disease are tuberculosis, hypogonadism and hypocor- 
tico-adrenalism. 

Hemochromatosis is an interesting disease to stu- 
dents of iron metabolism. The total body iron in 
normal individuals averages 4 to 5 grams while in 
hemochromatosis the liver alone averages 20 or more 
grams of iron. This accumulation of iron may be 
brought about as a normal response to lowered oxygen 
supply. For example in nutritional anemais, perni- 
cious anemia, copper deficiency and hemolytic anemia 
the mucosal cells respond to the anemic state in a nor- 
mal manner by permitting a greater amount of iron 
to enter the body. Since the body has no mechanism 
for disposing of other than small amounts of iron, an 
increased intake leads to an accumulation in the tis- 
sues. As stated by Dr. Davis, the iron storage in cer- 
tain anemias may exceed that seen in idiopathic 
hemochromatosis. 


It has been shown that in hemochromatosis the 
absorption of iron in the body is often three times 
the uptake in the red blood cells. This discrepancy 
arises from the fact that when excessive amounts of 
iron are stored in the liver only a small portion of 
the iron is used for production of red blood cells. 
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Moore et al reported a patient with hemochroma- 
tosis who absorbed 20 per cent of an oral dose of 
radioactive iron as ferrous chloride while only 2 per 
cent appeared in the blood, while the amount ab- 
sorbed was much greater than that in most of the 
normal control subjects, the amount in the blood was 
much less. This emphasizes the erroneous results that 
may be obtained if the amount of radioactive iron in 
the circulatory hemoglobin is taken as a measure of 
iron absorption. 

As Dr. Davis has brought out, these cases with 
hemochromatosis and anemia do not usually respond 
well to repeated venesection. I have in mind one case 
of hemochromatosis with an unexplained anemia 
who was treated by repeated venesection in another 
city. At the onset of treatment with venesection, his 
hemoglobin was 8 gms. and hematocrit 28 per cent. 
The patient was bled 250 cc. on four occasions over 
a period of 18 days, following which his hemoglobin 
was 6.5 gm. and hematocrit 26 per cent. Over the 
next five months, he was bled another 1000 cc. in in- 
crements of 250 cc. His last count had dropped to 
RBC 1,910,000 and hemoglobin 5 gm. 

Only the group of cases with excessive iron deposi- 
tion and normal hematopoiesis will benefit by re- 
peated venesection. 

Following repeated venesections in these cases of 
idiopathic hemochromatosis there is an actual re- 
gression of the severity of the diabetes, loss of skin pig- 
ment and a return of the liver to near normal by 
function and examination. 


Lung Abscess* 
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Dr. Davis has demonstrated in an excellent manner 
that phlebotomy therapy can alter the formerly fatal 
progress of this disease. 


Dr. Davis (closing). 1 should like to thank the dis- 
cussers, Dr. Rumball and Dr. Marsh for their ex- 
tremely kind remarks. In answer to Dr. Rumball’s 
question concerning the absence of elevation of the 
serum iron following an oral iron tolerance test, it is 
my feeling that the second possibility which he men- 
tioned, essentially that saturation of the serum iron 
binding protein prevents any further elevation of the 
serum iron despite the fact that intestinal absorption 
of the ingested iron is continuing, is correct. This 
would suggest that tissue storage is proceeding at the 
same rate as intestinal absorption under these condi- 
tions. The weight of evidence at preent seems un- 
questionably to support the view that there is in- 
creased iron absorption in all cases of idiopathic 
hemochromatosis. In answer to Dr. Rumball’s final 
question as to why some patients adequately treated 
with phlebotomies fail to show mobilization of the 
iron stores in the liver, I should say that the question 
is one of “adequacy” of the treatment with phlebot- 
omies. If there is normal hematopoiesis, patients who 
are bled sufficiently will, as far as we know, eventually 
show complete mobilization of the stainable iron 
within the liver. Those who do not have not been 
bled enough or have hematopoietic systems which are 
not able to respond adequately to the stimulus of 
phlebotomy. I should again like to thank the discussers 
for their comments and the section for its indulgence. 
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Fortunately lung abscess is encountered less frequently in this era of antibiotics. If a trial of 
medical management induces no prompt change, surgical attack upon the abscess is indicated. 


LUNG aBscesses, fortunately, are not as com- 
mon now as ten or fifteen years ago, probably 
due to the widespread early use of antibiotics 
in almost every respiratory illness. However, 
because of their lower incidence they are more 
likely to be improperly handled when they do 
occur, 

An ancient cook book has a good recipe for 
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rabbit stew. The opening sentence is “First 
catch a rabbit.” The same thing may be ap- 
plied to lung abscess; before the patient is 
treated for abscess every attempt must be 
made to clarify the diagnosis. Tuberculosis 
and carcinoma are the two diseases most com- 
monly mistaken for lung abscess, and the dif- 
ferential diagnosis often taxes the acumen of 
the attending physician. 


A lung abscess is a localized collection of 
pus in a cavity formed by the disintegration 
of lung tissue. Such abscesses may be either 
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acute or chronic and may vary in size from 
small circumscribed lesions to large single, or 
multiple lesions involving the greater part of 
the pulmonary tissue. 


Etiology 


Most lung abscesses are a result of bronchial 
obstruction, that is, obstruction plus infection. 
If there has been infection in the lung distal 
to the point of obstruction as, for instance, 
interstitial pneumonitis, the impaired drain- 
age causes a greater degree of infection and 
more breakdown of the tissue. If the area 
distal to the blocked bronchus had been pre- 
viously uninfected, it will rapidly become in- 
fected, as occurs with an obstruction in other 
organs such as the gallbladder or urinary blad- 
der. 


One of the common causes of bronchial ob- 
struction is the aspiration of foreign material, 
usually infected or contaminated. This may 
occur postoperatively. The aspirated mate- 
rial may consist of blood clots after operations 
on the nose or throat, or it may be vomitus 
during or after any operation. During sleep 
the cough reflex is dulled and infected bits of 
material resulting from poor oral hygiene may 
be aspirated. This is especially true if sleep 
has been deepened by alcohol or drugs. 
When the cough reflex has been inhibited, 
even small particles of foreign material may 
obstruct a small air passage and set the stage 
for the occurrence of infection. There is a 
possibility of the aspiration of food material 
especially in children, and also in adults who 
have impaired swallowing. Persons who 
regurgitate regularly because of cardiospasm 
or stricture of the esophagus rather frequently 
develop lung abscesses. Cerebral thrombosis 
or hemorrhage may paralyze the superior 
laryngeal nerve, so that the patient gets sa- 
liva and food into the trachea, since the 
hemilarynx involved is totally anesthetic. As- 
pirated food is usually quite irritating and 
may set up considerable bronchial reaction. 
Inert foreign bodies may also obstruct a 
bronchus and produce a lung abscess simply 
because of the impaired drainage. 


Obstruction may be produced by a neoplasm 
either benign or malignant, and one must al- 
ways consider the possibility of carcinoma in 
dealing with an abscess in a patient of cancer 
age. A tumor may obstruct a bronchus di- 
rectly by growing into the lumen or by pres- 
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sure from without. It is likewise possible 
that enlarged lymph nodes, mediastinal tu- 
mors, aneurysms and the like may produce 
sufficient bronchial obstruction to cause a 
distal infection to occur. 

Interstitial pneumonitis may lead to a lung 
abscess if there is sufficient bronchitis asso- 
ciated with the lesion that bronchial edema 
causes impairment of drainage through the 
bronchus. Ordinarily an interstitial pneu- 
monitis, with the infection in the interstitial 
planes of the lung, breaks out into the inter- 
vening bronchioles and the sputum is readily 
coughed up. If the draining bronchioles are 
blocked, pus continues to form under suffi- 
cient pressure to cause obliteration of the vas- 
cular bed and necrosis takes place. 

Other etiological factors in the development 
of lung abscesses are: (1) Septic emboli from 
a thrombophlebitis; (2) penetrating wounds 
of the lung; and (3) bronchial obstruction by 
strictures due to previous trauma and infec- 
tion. 


It is well to remember that a carcinoma in 
the periphery of the lung may outgrow its 
blood supply, become necrotic in its center, 
and thus become a “lung abscess.” 


Pathology 


The pathologic findings of lung abscesses 
are essentially the same as those of abscesses 
elsewhere in the body, with some special fea- 
tures due to the anatomy of the lung. The 
right lung is affected more often than the left, 
and in either case the lower lobes more often 
than the upper. The predilection for the right 
lung and the lower lobe is due to the fact 
that most lung abscesses are probably due to 
the aspiration of infectious material and for- 
eign bodies from the upper respiratory pas- 
sages. The right main bronchus being more 
nearly a straight continuation of the trachea 
makes the right lower lobe more accessible to 
foreign material than other portions of the 
lung. 


The arrangement of the arterial and lym- 
phatic supply of the lung makes for special fea- 
tures in a lung abscess. The arteries are end- 
arteries and there are almost no anastomoses 
in the periphery. The lymph drainage from 
the lung is both centrally to the hilar nodes 
and peripherally to a subpleural network of 
lymphatic vessels. In abscesses there is first an 
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area of pneumonitis with consolidation. This 
is followed by necrosis and liquefaction. At 
about the time of beginning necrosis, the 
blood vessels in the area become thrombosed. 
Lymph vessels pick up bacteria and drain 
both centrally and peripherally. These fac- 
tors are two of the essential points in the patho- 
logic picture of lung abscess. When the 
vessels in an area of a beginning abscess be- 
come thrombosed, there is produced a defi- 
cient blood supply to the lobe and pleura 
peripheral to the abscess. This causes the 
abscess to “point” in the direction of the 
periphery and produces a pleuritis, aided by 
the peripheral lymphatic drainage. This 
pleuritis causes pain and adhesions which may 
produce obliteration of the pleural space 
overlying the abscess. 


After liquefaction the necrotic material 
may be freed by rupture of the abscess wall 
into a bronchus. If the drainage is adequate, 
the abscess may heal spontaneously in this 
way. In most instances, however, drainage by 
way of a bronchus is inadequate because of 
edema of the bronchial mucosa, the presence 
of a foreign body, granulation tissue, or pres- 
sure on the bronchus by adjacent enlarged 
lymph nodes. Therefore other measures to 
secure drainage must be instituted. 


If the abscess is recent its wall is composed 
of necrotic lung tissue surrounded by edema- 
tous, hyperemic lung. As an abscess becomes 
chronic, the wall becomes one of fibrous tis- 
sue and the cavity may be partially lined with 
epithelium that has grown in from the drain- 
ing bronchus. Such a rigid walled pocket of 
infection cannot heal spontaneously. 


Diagnosis 


Acute lung abscess should be considered in 
any case presenting respiratory symptoms, par- 
ticularly if there has been any recent opera- 
tion or narcosis, and in cases of pneumonia 
that fail to resolve normally. In lung abscess, 
one of the early symptoms is localized pain in 
the chest. This is produced by the localized 
pleuritis previously described and may be of 
distinct value in localizing the disease. Fever 
is usually present and frequently is of the sep- 
tic type with chills. Cough is common and 
may or may not be productive, depending 
upon the connection with a bronchus. If the 
abscess is poorly drained, the sputum will be 
less and the fever higher. The sputum may 
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or may not be foul in the beginning, but us- 
ually has an extremely bad odor at some time 
during the course of the disease, when an- 
aerobic organisms are present in the pus in 
large numbers. Leukocytosis is present with 
the shift of the differential count to the left. 
Hemoptysis may occur but is less common in 
an acute than in a chronic abscess. A second- 
ary type of anemia occurs very early in the 
course of the disease and is soon followed by 
hypoproteinemia. 

In a chronic lung abscess the symptoms are 
merely less acute and the systemic manifesta- 
tions are less or may be absent. There may be 
exacerbations of fever and malaise. Sputum 
is usually copious and foul. Large hemor- 
rhages are common and secondary anemia is 
almost always present. Clubbing of the fin- 
gers and toes occurs in almost all long stand- 
ing Cases. 


The physical findings in lung abscess are 
unreliable but one may find rales, a pleural 
rub, evidence of consolidation, or amphoric 
breathing over a cavity. However, absence of 
abnormal findings will not rule out a lung 
abscess. 


X-ray examination is the chief aid in the 
diagnosis and should be used in every case sus- 
pected of having an abscess regardless of the 
physical findings present. The x-ray film may 
show cavitation, usually round, with a sur- 
rounding area of increased density, or simply 
show a density if the cavity is not evacuated. 
Bucky films will frequently show cavitation 
in the latter case. X-ray films in the posterior- 
anterior and lateral views are also invaluable 
in localizing the abscess. A thick, irregular 
cavity wall is very suggestive of a malignancy 
which has formed a necrotic abscess. 

Bronchoscopy should be used in the study 
of all cases, and is of value in locating the 
bronchus draining the abscess and reveals the 
presence of a foreign body or other obstruc- 
tions such as tumor. Not only does bron- 
choscopy aid in making an accurate diagnosis 
but it helps plan an appropriate form of 
therapy as well. Sputum taken directly from 
the involved area can be studied for tumor 
cells, acid fast bacilli and the predominant 
pyogens, and drug sensitivity tests can be done 
on the organisms. 

In making the diagnosis of lung abscess one 
must consider not only malignancy of the 
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lung but tuberculosis and, in the Mississippi 
and Tennessee River Valley particularly, his- 
toplasmosis as differential possibilities. His- 
toplasmosis will rarely cause confusion because 
of the gradual onset of symptoms, the milder 
systemic manifestations and the absence of 
foul sputum. Tuberculosis presents more of 
a problem, particularly when considering the 
possibility of a chronic abscess. If there is 
any doubt whatever, multiple sputum exami- 
nations should be done and the patient’s sen- 
sitivity to tuberculin determined. All pa- 
tients having a lung abscess should be checked 
with a P.P.D. test, and if there is any appre- 
ciable degree of positive reaction, special ef- 
fort should be made in examining the sputum. 
The examination of the sputum for acid fast 
bacilli will be of most value a few days after 
instituting medical management for the lung 
abscess, in order to at least partially overcome 
the pyogenic infection. The location of the 
cavity on an x-ray film will not differentiate 
tuberculosis from pyogenic abscesses. Either 
condition may occur in any part of the lungs. 


Needle aspiration of a lung abscess through 
the chest wall is dangerous and is to be con- 
demned. This can be done with impunity 
only if the pleural surfaces are firmly adhered 
to each other. However, we have no way of 
knowing this without exposing the pleura at 
surgery, and to aspirate a lung across a free 
pleural space is to invite disastrous complica- 
tions. The first of these complications is an 
extremely virulent empyema which can easily 
produce an overwhelming toxicity to the pa- 
tient and result in death within forty-eight 
hours. The second is the development of a 
bronchopleural fistula along the needle tract 
which becomes infected, making it extremely 
difficult to expand the lung after the result- 
ing empyema is drained, provided the patient 
survives. An empyema will effectively prevent 
any thought of resection of the lobe with an 
abscess in it until several weeks or months 
have passed following the drainage of the 
empyema. In brief, the information to be 
gained is not important enough to justify the 
hazards of the procedure of aspiration of a 
lung abscess through the chest wall. 


Treatment 


A trial of nonsurgical drainage, supple- 
mented by antibiotics and supportive meas- 
ures, is indicated in the patient who has just 
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been seen and diagnosed. About 40 per cent 
of acute lung abscesses will respond to a non- 
surgical routine if it is faithfully carried out. 
A patient with an acute lung abscess should 
have strict bed rest and should be given a 
diet high in proteins, vitamins and calories. 


Bronchial drainage is the essence of non- 
surgical management and must be pursued 
as vigorously as possible. All patients should 
have a continuous, passive type of bronchial 
drainage produced by the elevation of the 
foot of the bed 20 inches. Except in those 
who are extremely debilitated, the patient 
should supplement the passive drainage by 
active drainage over the side of the bed for 
two to three minutes with forced coughing. 
This active drainage routine over the side of 
the bed should be done as often as every two 
hours while the patient is awake. This is im- 
portant as pus forms rapidly and occasional 
drainage is inadequate to keep the abscess 
empty. Unless it is kept empty, healing will 
not occur. The patient is allowed to lie in 
any position except on his good lung. Bron- 
choscopic aspiration, with shrinking of edem- 
atous mucous membranes, should be used as a 
supplement if it seems to help. Expectorants, 
such as ammonium chloride or potassium 
iodide, should be used but are of no value 
unless a high fluid intake is maintained. 
These patients must not only be encouraged 
to drink copious amounts of water but must 
be made to realize that a fluid intake of at 
least 2000 cc. per day, in addition to that 
taken with meals, is an essential point of the 
treatment. Cough sedatives are not to be used 
as they thicken the pus, make it difficult to 
raise, and actually create bronchial blockage. 
Sedatives for pain must be judiciously used, 
particularly the opiates, as they thicken the 
pus and create bronchial blockage. 


The use of drugs in the treatment of lung 
abscesses was of little value until penicillin 
became available. Now a variety of antibi- 
otics are available and the choice depends on 
the flora present. Sensitivity tests on cultures 
from sputum should be routinely done. The 
use of sulfonamides is not worth while. 


Arsenicals are of no help except to aid in 
reducing the odor of a particularly offensive 
sputum. In such cases 0.45 gram of neoars- 
phenamine once or twice weekly helps some- 
Antibiotics should be given in large 
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doses. In patients who are very sick, we prefer 
to use parenteral administration. In less se- 
vere cases oral antibiotics or long acting peni- 
cillin may suffice. Aerosol antibiotics in a de- 
tergent solution three times a day are of help. 
In cases of poor drainage due to granulation 
tissue or edema, the addition of | cc. of 1:100 
solution of epinephrine hydrochloride to each 
aerosol inhalation helps greatly. 


The nonsurgical measures should be con- 
tinued as long as the patient continues to im- 
prove both clinically and by x-ray examina- 
tion. It is important to stress the latter, for 
most patients will improve clinically rather 
promptly on the routine described. However, 
such may not be the case within the lung 
itself. The course of patients having a lung 
abscess should be followed by weekly chest 
x-ray examination. If one x-ray film of the 
chest fails to show improvement when com- 
pared to the film of the previous week, non- 
operative measures should be supplemented 
by surgical drainage or excision. Once im- 
provement on a medical routine has ceased, 
it is useless to continue in the hope that even- 
tually penicillin and faith will effect a cure. 
For nonsurgical therapy to be successful, the 
lesion seen on the x-ray film must improve to 
the point of total resolution. If a residual 
density persists on the film, the patient is a 
candidate for further trouble no matter how 
satisfactory his clinical response has been up 
to that time. Failure of the abscess to resolve 
completely means that there is a residual cav- 
ity filled with inspissated, rubbery pus. This 
cannot be evacuated through a bronchus and 
the abscess will not heal until attacked surgi- 
cally. Prolongation of nonsurgical measures 
after they have ceased to produce improve- 
ment increases the risk of rather severe com- 
plications. The complications may be: (1) 
Massive or even fatal hemorrhage; (2) spread 
to other portions of the lung; (3) distant meta- 
static abscesses, such as to the brain; (4) de- 
velopment of stubborn chronic abscesses with 
bronchiectasis in the surrounding tissue that 
will require more radical surgery; (5) develop- 
ment of empyema with or without broncho- 
pleuro-cutaneous fistula; and (6) the late de- 
velopment of amyloidosis. 


As a primary surgical procedure there is a 
choice between open drainage and resection. 
Drainage, if selected, should be done as a one- 
stage procedure when possible and almost al- 
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ways can be done as such if the abscess is well 
localized. Before proceeding with surgery, the 
abscess is properly localized by anterior- 
posterior and lateral x-ray studies. Open 
drainage should be done under local Nova- 
cain infiltration so that the patient will be 
able to cough and raise sputum if the ab- 
scess should suddenly drain profusely into a 
bronchus. If the abscess has been properly 
localized, an adherent pleura will be encoun- 
tered in most cases when short sections of two 
or three ribs have been removed. The lung 
is explored through the adherent pleura with 
an aspirating needle until the abscess cavity 
is located. It is then opened widely and 
packed with a fluffed gauze roll. It is neces- 
sary to make what seems an excessively large 
external wound because the soft tissues will 
fill in more rapidly than the abscess cavity. 
The packing is then changed daily until the 
cavity is healed. 

If, at the time of the proposed drainage, a 
free pleural space is found, nothing further 
should be attempted than to pack the wound 
down to the pleura. Any attempt to drain 
the abscess at this time will almost certainly 
result in an empyema. After seven to fourteen 
days the pleura will be adherent beneath the 
pack and, at a second stage operation, drain- 
age of the abscess may be safely done. 

If there is history of long standing produc- 
tive cough before the onset of the abscess, or 
if the abscess has been present any appreciable 
time, bronchograms are usually indicated be- 
fore any surgery is done. One would not do 
well to perform open drainage on an abscess 
surrounded by extensive bronchiectasis. The 
chief cause for a persistent fistula after drain- 
age is the presence of associated bronchiectasis. 

Open drainage is seldom the treatment of 
choice at this time except when the patient is 
too poor a risk for more extensive surgery. 
In cases where there is involvement by multi- 
ple abscesses or bronchiectasis, resection of the 
involved area, whether it be the entire lung, 
lobe or segment, should be done. Resection 
is being used at present for the treaiment of 
many single abscesses that were formerly 
treated by drainage. The present low mor- 
tality of resection, the lessened morbidity in 
resection as compared to drainage, and the 
constant danger of massive hemorrhage when 
open drainage has been used, make resection 
more tempting. Resection should be of the 
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individual ligation technic, and special care 
must be taken to assure a prompt and com- 
plete expansion of the remaining lobe or 
lobes. In skilled hands the mortality should 
not be more than three per cent and com- 
pares favorably with the mortality of open 
drainage. Resection has the obvious advan- 
tage of having the patient out of the hospital 
in as little as two weeks, whereas with drain- 
age the patient usually requires care for many 
weeks. In addition, until a drained abscess is 
completely healed there is danger of severe 
and even fatal hemorrhage. Without ques- 
tion, resection should be used for multiple 
abscesses involving most of the lobe or if there 
is associated bronchiectasis. These patients, 
if drained, remain chronic invalids with bron- 
chocutaneous fistulae for long periods. 


It is occasionally necessary to resort to lo- 
bectomy after open drainage has been done. 
At times, in chronic abscesses, the wall has 
become so thick that it will not collapse and 
heal after drainage. Muscle flap transplants 
and thoracoplasty have been used in such 
cases but lobectomy is a much more satisfac- 
tory method of treatment. It is a much more 
difficult operation than a primary resection 
but can be done safely. 


Complications 


Lung abscess is a potentially fatal disease. 
Its relatively low mortality rate at the present 
time is found only in those hospitals and clin- 
ics where the disease is treated with the utmost 
respect and intensive care. Approximately 40 
to 50 per cent of lung abscesses can be cured 
by the conservative outline of therapy. If 
surgical intervention is not used, the remain- 
ing 50 to 60 per cent will either cause death 
or become chronic even to the point of hav- 
ing repeated exacerbations over a period of 
many years. Complications of a metastatic 
infection in the brain, liver, spleen or other 
organ are always a potential hazard in lung 
abscess. This is particularly true in this con- 
dition because there is such ample opportunity 
for the infected thrombi to enter the pulmo- 
nary venous circulation. It is thought that the 
unusually high incidence of brain abscess as- 
sociated with pulmonary suppuration is due to 
the fact that particulate matter discharged 
into the aorta naturally follows the greater 
curvative of the arch from which it can easily 
take off through either of the carotid arteries. 
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Hemoptysis is a common complication of 
lung abscess in spite of the fact that in the 
area immediately surrounding the abscess 
most of the smaller vessels become thrombosed 
and obliterated. When infection causes tissue 
destruction at a more rapid rate than throm- 
bosis of the vessels can occur, the erosion will 
interrupt a vessel and produce a hemoptysis 
of anything from a few cubic centimeters to a 
liter or more. Occasionally lung abscesses will 
rupture spontaneously into the pleural cavity 
and produce a violent and virulent empyema 
as the pleural cavity is flooded with bacteria. 
This causes a very acute and stormy episode 
and demands immediate drainage. Even when 
the patient survives, the course is long and 
protracted. A bronchopleural fistula once 
established makes expansion of the lung ex- 
tremely difficult. However, in a few instances 
the rupture of a lung abscess into the pleural 
cavity and drainage of the pleural cavity itself 
has resulted in a spontaneous cure of the 
abscess. Widespread bronchiectasis may de- 
velop and the late but severe result of amy- 
loidosis can be expected. 


Case Reports 


Case 1. E.N.A., age 58, white male. The patient 
was first seen by us on October 27, 1950, at which 
time he gave a history of having had blood streaked 
sputum eight weeks previously. This blood streaking 
continued and he later coughed up almost one-half 
pint of blood at one episode. He gave a history of 
having asthma for the preceding eight or nine years, 
a chronic cough, particularly severe in the morning. 
He more lately developed some soreness in his chest 
and dyspnea. There was considerable ease of fatigue 
but no known fever. He had lost 13 pounds of 
weight in the eight weeks before being seen. Past 
history revealed that nine years previously he had 
sustained fractures of several ribs on the right side and 
a traumatic right-sided pneumothorax. ‘There was no 
known tuberculous contact. 

On examination the patient did not appear to be 
ill. Rales were heard in the posterior right chest 
mesial to the scapula and there was an occasional 
wheeze heard in this same area. 

Blood count revealed 4.63 million red cells with 
13.9 Gm. of hemoglobin, 10,650 white cells with a 
differential count of 85 per cent neutrophils, and 15 
per cent lymphocytes. The sedimentation rate was 
40 mm. in one hour, 

Posterior-anterior and right lateral chest films were 
made and showed an infiltrative process involving 
most of the right upper lobe (Fig. 1). This lobe was 
contracted and contained a cavity measuring about 
5 cm. in diameter. There was an additional cavity 
along the mediastinum about 1.5 cm. in diameter. 
The right costophrenic angle was blunted. Old healed 
rib fractures were noted on the right side. 
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FIG. 1, CASE 1 
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A cavity is present in the right upper lung field. There is 
some blunting of the costophrenic angle on the right side. 
Retained iodized oil from previous bronchograms is noted. 
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The possibilities in the differential diagnosis in- 
cluded tuberculosis, lung abscess and carcinoma. Bron- 
choscopy was done on November 24, 1950, at which 
time purulent sputum was seen coming from the 
right middle and lower lobe bronchi. Further studies 
including bronchograms and sputum examination re- 
vealed no definite diagnosis. 


Therefore, exploratory thoracotomy was performed 
and a carcinoma was found occupying most of the 
upper lobe on the right side. The tumor had infil- 
trated the ribs posteriorly and a lobectomy of the 
right upper lobe with resection of a portion of the 
posterior chest wall was done. Pneumonectomy was 
not done because of the low cardiorespiratory reserve. 
Postoperatively he was short of breath on slight ex- 
ertion and proved the correctness of this clinical judg- 
ment, The tumor was reported as an epidermoid 
bronchogenic carcinoma. The patient was discharged 
from the hospital on December 4, 1950, and was last 
seen January 10, 1953, at which time he was in excel- 
lent clinical condition and following a normal rou- 
tine of living (Fig. 2). 


Comment. This case illustrates the diffi- 
culty in making a diagnosis and the advisa- 
bility of exploratory thoracotomy if a diag- 
nosis cannot be made by simpler methods. 


Case 2. HS., a 34 year old, white male had pneu- 
monia with high fever, pain in the left chest and 
cough in November, 1947. He was given penicillin 
and sulfonamides. Following this he had some tem- 
perature elevation and daily raised about one cup of 
thick, yellow, foul sputum. He had_ exertional 
dyspnea and lost 7 pounds in weight. About ten days 
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FIG. 2, CASE 1 
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Film made two vears after lobectomy and resection of a 
portion of the chest wall. No sign of local or distant re- 
currence. 


FIG. 3, CASE 2 


Abscess cavity in the left mid-lung field with a fluid level. 


before admission he had had hemoptysis of about one 
He was seen by us at the 


cup full of bright blood. 
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Baptist Memorial Hospital, Memphis, Tennessee, on 
March 18, 1948. 

Physical examination was essentially negative except 
for clubbing of his fingers. Bronchoscopy showed 
purulent sputum coming from the lower lobe bronchus 
on the left side. 

Examination of the bronchial sputum and other 
sputum studies were negative for tumor cells and acid 
fast bacilli. TTuberculin test was negative. Because 
of the hemoptysis a temporary phrenic nerve inter- 
ruption was done on the left side to help prevent fur- 
ther hemoptysis. He was treated by penicillin pa- 
renterally, aerosol inhalation, expectorants, and pos- 
tural drainage. 

A chest film on March 19, 1948, showed an abscess 
cavity about 3 cm. in diameter (Fig. 3). Succeeding 
films showed diminution in the size of the cavity. 
This improvement continued until later x-rays showed 
only fibrosis in the left mid-lung field with no cavity 
(Fig. 4). 

Comment. We must not forget in our sur- 
gical enthusiasm that simple procedures such 
as phrenic nerve interruption and medical 
management occasionally will aid in healing 
of a lung abscess. 

Case 3. J.R., a 22 year old, white female was 
first seen on April 5, 1948, with a complaint of 
pain in the right chest. She had had a “cold” one 
month previously with chest pain aggravated by deep 
breathing. During the preceding year she had had 


repeated attacks of chest pain with some cough and 
mucoid sputum. She had occasional afternoon eleva- 


FIG. 4, CASE 2 


Complete resolution of the abscess cavity with remaining 
fibrosis in the left mid-lung field. 
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FIG. 5, CASE 3 
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Area of consolidation in the right upper lung field, with 
retained iodized oil in both bases. 


tion of temperature and ease of fatigue. There was 
no weight loss or known contact with tuberculosis. 
Physical examination was essentially negative except 
for slight enlargement of the thyroid gland. The 
blood sedimentation rate as elevated to 48 mm. per 
hour and the white cell count was 12,250 with a dif- 
ferential count of 63 per cent neutrophils, 35 per cent 
lymphocytes and 3 per cent eosinophils. Sputum was 
studied and was found to be negative for tumor cells. 
X-ray film of the chest on April 17, 1948, showed 
an area of density and consolidation in the right up- 
per lobe in its posterior portion (Fig. 5). A small 
amount of iodized oil was present from previous 
bronchograms. The patient entered upon a bronchial 
drainage routine and was given expectorants. Because 
of failure to respond to nonoperative management, a 
lobectomy of the right upper lobe was done on April 
28, 1948. There was a mass in the right upper lobe 
measuring 8 cm. in diameter. The pathologic exam- 
ination was reported as an unresolved lung abscess 
with chronic interstitial pneumonitis. The lining of 
the cavity was similar to bronchial mucosa and it was 
possible that this was an infected lung cyst. The 
patient was discharged from the hospital on May 14, 
1948, apparently completely recovered (Fig. 6). 


Comment. The distinction between a 
chronic abscess and recurrent infection of a 
lung cyst is often difficult to make even when 
the tissue is in the pathologist’s hands. The 
distinction is of academic interest only as the 
treatment is essentially the same, namely, re- 
section. 
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FIG. 6, CASE 3 
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FIG. 8, CASE 4 


JR 6 25 48 


The surgical defect in the right fourth rib after lobectomy 
is seen, with no evidence of residual suppuration. 


Case 4. M.B., a 64 year old, white male who on 
February 6, 1951, had “flu” and was in bed for three 
days with fever, cough and some sputum. He re- 
turned to work at which time his cough increased ac- 
companied by blood-streaked purulent sputum. He 
received antibiotics elsewhere and was admitted to 


FIG. 7, CASE 4 


MS. Sa 


Cavity in the right upper lobe with fibrosis around it. 


M B 36 


51 


Remaining fibrosis in the right mid-lung field following 
nonoperative management of lung abscess. 


the Baptist Memorial Hospital, Memphis, ‘lennessee, 
on April 2, 1951. At this time he still had pain in his 
right chest with a weight loss of 9 pounds in the pre- 
ceding 2 months. 

Physical examination was negative except for rales 
heard over both lung bases. Tuberculin test was nega- 
tive. Chest x-ray on March 23, 1951, had shown a 
pneumonic consolidation in the upper portion of the 
right lung. A subsequent x-ray film showed a definite 
cavity in this area (Fig. 7). His blood count was 4.01 
million red cells with 10.5 Gm. of hemoglobin, 11,400 
white cells with 67 per cent neutrophils, 32 per cent 
lymphocytes and 1 per cent stab cells. Blood sedi- 
mentation rate was 21 mm. in one hour. 

The patient was begun on bronchial drainage rou- 
tine, with antibiotics and expectorants. Serial x-ray 
films showed gradual diminution of the size of the 
cavity leaving only some fibrosis in the lung field (Fig. 
8). In November, 1951, he was asymptomatic. 


Comment. Conservative therapy in select- 
ed cases will occasionally produce good re- 
sults. 

Case 5. O.R., a 28 year old white, male had had 
grand mal epilepsy for many years. In October, 1949, 
he began having a cough productive of purulent 
sputum. On October 22, 1949, he had sharp pain in 
the right chest followed by high fever and extreme 
dyspnea. X-ray film revealed a hydropneumothorax 
and aspiration of the pleural fluid revealed a greenish 
foul fluid (Fig. 9). The fluid soon became loculated 
so that adequate aspiration was impossible (Fig. 10). 
At this time streptokinase-streptodornase was not avail- 
able for liquefaction of the fluid and breaking up of 
the loculations. On November 4, 1949, a right decorti- 
cation was done on the right side with all the pus 
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being evacuated and the bronchial fistula closed. The 
lung re-expanded promptly, the fistula remained closed 


FIG. 9, CASE 5 


Pyopneumothorax with a cavity visible in the collapsed 
right lung. 


FIG. 10, CASE 5 


Following repeated aspirations there was a loculated pyo- 
pneumothorax. 


and the patient was discharged from the hospital two 
weeks postoperatively. He remained asymptomatic 
and well (Fig. 11). The lung abscess subsided spon- 
taneously following its rupture into the pleural space. 


Comment. The rupture of a lung abscess 
into a virgin pleural space is catastrophic un- 
less prompt action is taken. Repeated thora- 
centesis with the use of antibiotics intra- 
pleurally and intramuscularly are indiacted. 
Closed drainage may be necessary. Decortica- 
tion may be necessary and resection of the 
abscess should be done if indicated at the time 
of thoracotomy. 

Case 6. J.R.C., a 50 year old, white male was 
first seen by us on June 17, 1952, because of a cavern- 
ous lesion in the right upper lobe and daily he- 
moptysis. This lesion had been observed by another 
physician for several months thinking it was tuber- 
culous though a positive sputum had never been ob- 
tained. 

The patient had a bronchoscopy on June 19, 1952, 
which demonstrated signs of inflammation in the up- 
per divisions of the right upper lobe (Fig. 12). Sputum 
obtained at bronchoscopy was negative for acid-fast 
bacilli and tumor cells. 

Following bronchoscopy the patient returned to the 
referring physician and was placed on streptomycin, 
PAS and isoniazid. Sputum continued to be negative 
for acid fast bacilli and the patient continued to have 
daily hemoptysis. 


FIG. 11, CASE 5 


DR 


Following decortication and closure of the bronchopleural 
fistula surgically the patient was asymptomatic. 
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On January 24, 1953, the patient again had a bron- FIG. 14, CASE 6 
choscopy at which time no lesion could be seen ex- 


cept for purulent sputum coming from the right upper = 


FIG. 12, CASE 6 all 


Jc 
10 6 53 


Following right upper lobectomy. 


lobe bronchus. During the intervening six months the 

patient had had first an improvement as shown by 
An infiltrative process is seen in the upper zone of the right x-rav filrns and then, a relapse of his lesion (Fig. 13). 
lung field. ‘ 


On January 27, 1953, a thoracotomy was done on the 
FIG. 13, CASE 6 right side at which time a mass 3 cm. in diameter was 
found in the right upper lobe. A right upper lobec- 
tomy was done by the individual ligation technic. 
Frozen section report on the specimen showed no 
malignancy. The lesion when examined in the path- 
ologic laboratory was found to be a chronic lung ab- 
scess with the cavity filled by thick inspissated pus 
which could not possibly be evacuated through the 
bronchus. 

The patient had an uneventful convalescence and 
was discharged home on February 2, 1953. Since dis- 
charge he has had no symptoms referable to his 
chest, has gained weight, and has returned to his 
regular occupation as a barber (Fig. 14). 


Comment. This patient illustrates the fact 
that though there may be some clinical or 
radiographic improvement on medical man- 
agement, if there is not complete resolution of 
the lesion there will usually be recurrences. 


Summary 


J Lung abscesses most frequently follow 
Cc bronchial obstruction and may occur after 
; I 16 53 general anesthesia or other condition in which 
' : the natural reflexes are dulled. Other im- 
Increased consolidati in relapse after a period of im- H : + 

— ee ree portant causes are the aspiration of foreign 
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bodies under other conditions, and obstruc- 
tion of a bronchus by a neoplasm. The path- 
ologic process is essentially that of any ab- 
scess with an associated obliterative pleuritis 
overlying the abscess. The diagnosis is made 
by suspecting the condition in any patient 
showing respiratory symptoms, particularly 
after anesthesia or narcosis, and is confirmed 
by x-ray and bronchoscopic evidence. Medi- 
cal treatment should be tried first and con- 
sists of bed rest, good diet, transfusions, pos- 
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tural and bronchoscopic drainage, and large 
doses of antibiotics by parenteral and aerosol 
routes. Medical therapy should be continued 
as long as the paitent definitely improves. 
Improvement that will occur will be prompt 
and continued. Operation should not be de- 
layed too long because of the danger of ser- 
ious complications that may occur. Operation 
may be either open drainage or resection. 
There is a high percentage of cases in which 
primary resection is the treatment of choice. 


M. FRANK SOHMER, M.D.,t and DAVID CAYER, M.D.,t 


Winston-Salem, N. C. 


picture which may result. 


IN PATIENTS with malignant lesions involving 
the head of the pancreas the occurrence of 
jaundice serves to focus attention on this 
diagnostic possibility. A much greater diag- 
nostic problem is posed by the 25 to 30 per 
cent of pancreatic tumors which occur in the 
body and tail of that organ and present no 
localizing signs or jaundice.! In spite of avail- 
able diagnostic procedures, the clinical diag- 
nosis is often made only by exclusion. 


Although pancreatic cancer is said to make 
up | to 2 per cent of all malignant lesions, 
few large series have been reported. Brown 
and his workers? have reported 100 cases of 
pancreatic cancer, 30 per cent of which in- 
volved the body and tail. Duff* reported 16 
cases limited to the body and the tail, 
which the diagnosis was established at autopsy. 
Smith? reported 37 similar cases, re-empha- 
sizing several unusual features of this disease, 


*Received for publication May 25, 1955. 

*Trainee, National Institute of Health, U. S. Public Health 
Service. 

tFrom the Department of Medicine, Bowman Gray School 
of Medicine of Wake Forest College, Winston-Salem, N. C. 


In the absence of obstruction to the common duct, the diagnosis of carcinoma of the pancreas 
is extremely difficult and is usually missed. There are wide variations in the clinical 


namely, venous thrombi and abdominal pain 
related to position. In only 18 per cent of 
their series was the correct preoperative diag- 
nosis considered prior to operation or death. 

In the past 8 years, 23 instances of 
cancer of the body and tail of the pancreas 
have been recognized clinically or at autopsy 
at the North Carolina Baptist Hospital. Sev- 
eral of these cases have presented unusual 
features. 


Review of Cases 


Material for this study was obtained from 
the clinical and autopsy records of patients 
admitted to the North Carolina Baptist Hos- 
pital in the period between 1947 and 1954. 
The diagnosis was established or confirmed 
at operation in 18 cases, and at autopsy in 
5. Seven of the 23 patients were studied 
postmortem. 

The series included 19 males and 4 fe- 
males (Table 1). The average age of the 
males was 58.8 years, while that of the four fe- 


920 SOUTHERN MEDICAL JOURNAL 


TABLE 1 


SEX AND AGE 


Age Males Females Total 
30-39 1 0 1 
40-49 4 0 4 
50-59 4 0 4 
60-69 7 0 
70-79 3 4 7 
Average age 58.8 75.7 61.7 


males was 75.7 years. The youngest patient 
was a 39 year old man. 


The average interval between the onset of 
symptoms and the diagnosis was 7 months 
(range | to 24 months). Twenty-one patients 
survived an average of 3 months follow- 
ing diagnosis. Two are alive 4 months and 
15 months since the diagnosis was confirmed. 
The average period of survival after the onset 
of symptoms was 9 months. 

The correct diagnosis was established pre- 
operatively or antemortem in 14 cases (60.8 
per cent). In three instances the diagnosis was 
not made until autopsy. The finding was un- 
expected in two; in the third case it had been 
mentioned as a possibility. In six patients the 
diagnosis was established at the time of the 
exploratory laparotomy. 

The diagnoses made by the attending physi- 
cians prior to hospitalization at the North 
Carolina Baptist Hospital are seen in table 2. 
In four of the patients an abdominal tumor 
was noted before admission. The diagnosis 
of pancreatic cyst had been made in one pa- 
tient with a mass present since 1927. In only 


TABLE 2 
INITIAL DIAGNOSIS 


Diagnosis Number of Cases 


Cancer of pancreas 
Pancreatic cyst 
Abdominal tumor 
Cancer of stomach 
Duodenal obstruction 
Stomach trouble 
Ulcer 

Nervous stomach 
Spastic colon 

Fecal impaction 
Diabetes 

Angina 

Ptomaine poisoning 
Arthritis 

Extra vertebra 
Anxiety state 
Gallbladder 
Unknown 
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one patient was the correct diagnosis, carci- 
noma of the body of the pancreas, made be- 
fore hospitalization. 


Presenting Symptoms. These are listed in 
table 3. Only those symptoms occurring in 
more than 25 per cent of the patients are 
listed. Pain varying in quality and intensity 
was present in 22 patients (95 per cent). It 
was described as colic-like in two cases, dull 
in five, severe in five, sharp in five, dull and 
aching in three, and “colicky boring” in one; 
the type of pain was not noted in one case. 
The location of the pain was not helpful in 
diagnosis. Pain and radiation occurred in all 
parts of the abdomen. Seven patients de- 
scribed epigastric pain, but the pain was 
well localized in less than half of these. Seven 
patients noted that some relief was obtained 
by sitting up and bending forward. Other 
patients obtained relief with enemas, hot 
water or ice by mouth, eructation, or eating. 
Pain was aggravated by food in nine patients 
(four were obstructed) and by ambulation in 
four. Seven were worse when lying on their 
backs. 

Weight loss averaging 32.1 pounds was 
noted in 22 patients (95 per cent). Nausea, 
vomiting, or both were present in approxi- 
mately 50 per cent of the patients at the time 
of admission. Definite changes in bowel 
habits were noted by 17 of the patients (73.9 
per cent); constipation was noted by 14 pa- 
tients (60.8 per cent). Insomnia or nocturnal 
distress with associated insomnia was present 
in 10 patients (43.4 per cent), and anorexia 
in 8 patients (34.7 per cent). An abdomi- 
nal mass was noted by six patients. One pa- 
tient had an abdominal mass known to have 
been present for 22 years, which enlarged 
with the present illness. 

Physical Findings. The paucity of the 
physical findings is characteristic and worthy 
of note. Evidence of marked weight loss was 


TABLE 3 


PRESENTING SYMPTOMS 


Symptoms Number of Cases Per Cent 
Pain 22 95.6 
Weight loss 22 95.6 
Change in bowel habits 17 73.9 
Vomiting 13 56.5 
Nausea 11 47.8 
Insomnia 10 43.4 
Anorexia 8 34.7 


Mass 6 26.0 
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noted in nine patients. Eight of the patients 
complained of abdominal tenderness, and a 
mass was palpable in six. Hepatomegaly was 
noted in six patients, but in no instance was 
the liver enlargement thought to be due to 
metastatic disease. Four of the patients were 
bending forward, holding their abdomens, at 
the time of the initial physical examination. 

Accessory Clinical Findings. These are 
listed in table 4; they were of little diagnostic 
value. Anemia was infrequent, the hemo- 
globin levels being better than 11 Gm. in 
all except two patients. Leukocyte counts 
above 11,000 were found in 7 of the 23 pa- 
tients. The sedimentation rate was elevated 
in 6 of 12 patients. Glycosuria was present 
in four patients. Fasting blood sugar deter- 
minations were done in 16 patients; the levels 
were elevated in six patients, one of whom 
was a known diabetic. Five glucose tolerance 
tests were done, and all were abnormal. Three 
showed high curves typical of diabetes, and 
the other two were flat. The serum amylase 
was measured 23 times in 19 patients; one 
value above normal limits and two subnormal 
values were noted. Three serum lipase deter- 
minations were within the normal range. Of 
six stools which were examined for blood, two 
were positive. 

Roentgenographic Findings. Eighty-six ra- 
diologic examinations were carried out in 23 
patients (Table 5). Only positive findings 
pertinent to the diagnosis of the pancreatic 
neoplasm will be mentioned. Chest x-rays 
were made in 15, with positive findings in 
three. One showed an osteolytic lesion of the 
left scapula and two revealed metastatic 


TABLE 4 


LABORATORY DATA 


Test Number Done Number Abnormal 
Hemoglobin 23 2 
Leukocyte count 23 7 
Sedimentation rate 12 6 
Amylase 23 3 
Lipase 3 0 
Fasting blood sugar 20 6 
Glucose tolerance test 5 5 
Glycosuria 22 4 
Icterus index 6 0 
Prothrombin time 6 1 
Bilirubin 7 0 
Cephalin flocculation 5 2 
Thymol turbidity 5 0 
Alkaline phosphatase 4 2 
Bromsulfalein 4 3 
Occult blood in stool 6 2 
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nodules in the lungs. Twenty-five studies of 
the upper digestive tract were done, 13 of 
which were abnormal. External pressure on 
the stomach or the duodenal loop was noted 
in five. The duodenum was obstructed in 
three, and in two pyloric obstruction was 
found. In three cases there were deformities 
of the duodenal bulb characteristic of ulcer. 
Only 2 of 17 barium enemas yielded positive 
findings. One showed irregularity and _irri- 
tability of the colon proximal to the splenic 
flexure; the second revealed lesions suggestive 
of metastatic implants. Nine cholecystograms 
were done. Four failed to reveal any concen- 
tration of dye in the gallbladder. Five intra- 
venous pyelograms were done with incom- 
plete visualization of the left urinary tract 
in one and failure to visualize the left ureter 
in another. Of spinal films in seven patients, 
only one showed vertebral metastasis. Other 
radiologic examinations including skull films, 
small bowel studies, and a myelogram, were 
negative. 

Operative and Pathologic Findings. Ex- 
amination of tissue removed at operation and 
autopsy revealed adenocarcinoma in 22 cases 
and sarcoma in one. Removal of the tumors 
was attempted in only two patients. The first 
expired while in the hospital, several weeks 


TABLE 5 
RADIOLOGIC FINDINGS 


Number Number Positive Findings 
Study Done Positive 
Chest 15 3 Osteolytic lesion, left scapula 


(1); Metastatic nodules in 


chest (2) 


External pressure (5); Ob- 
struction of duodenum (3); 


Barium study of 
upper gastro - 


intestinal tract 25 13 Pyloric obstruction (2); De- 
formed bulbs (ulcer) (3) 

Barium enema 17 2 Irregularity, irritability of co- 
lon proximal to splenic flex- 
ure (1); “Suggests metastatic 
implants” (1) 

Cholecystogram 9 4 Non-visualization (4) 

Intravenous Incomplete visualization, left 

pyelogram 5 2 urinary tract (1); non-visuali- 
zation left ureter (1) 

Spine 7 1 Metastasis, lumbar vertebrae 
(1) 

Myelogram 1 0 

Small bowel 2 0 

Skull 1 0 

Flat plate 


of abdomen 1 0 
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after a one-stage Whipple procedure. The re- 
maining patient, the one with sarcoma, had a 
splenectomy and subtotal pancreatectomy and 
is alive 15 months after operation without 
evidence of recurrence. Extensive metastases 
were present in 14 patients, and 9 had 
regional spread. Some with obvious metastases 
to the liver are included in this latter group. 

Comment. Neoplasms of the pancreas, un- 
less they are associated with jaundice, may 
attain considerable size and _ metastasize 
widely before the disease is recognized. The 
inaccessibility of the organ and the lack of 
reliable direct means of examination or de- 
monstrable abnormalities in pancreatic func- 
tion make the disease extremely difficult to 
detect until late in its course. 

Signs and Symptoms. The early symptoms 
are quite variable. Late in its course, the 
disease presents a fairly characteristic syn- 
drome, with weight loss, abdominal pain, and 
bowel changes in a patient whose laboratory 
studies and physical findings are essentially 
normal. Nausea, vomiting and insomnia oc- 
cur in 40 to 50 per cent of the cases. The 
fact that a palpable midabdominal mass was 
present in 26 per cent of this series is an 
indication of the far advanced nature of the 
lesions in this group. Evidence of weight loss 
was noted in slightly less than 40 per cent 
of the patients at the time of examination. 


Venous thrombi are often associated with 
malignant tumors of epithelial origin, and 
have been noted to occur in 30 to 56.2 per 
cent of patients with neoplasms of the body 
and tail of the pancreas.*-® In the present 
series, no clinical evidence of venous throm- 
boses was noted clinically or found in seven 
autopsies. 


Laboratory Data. Routine laboratory ex- 
aminations are generally of little value except 
in a negative fashion. The blood findings are 
usually normal. Slight to moderate leukocy- 
tosis has been noted, but this is infrequent 
and inconsistent. The elevated sedimentation 
rate, while not diagnostic, is of value. The 
levels of serum lipase and amylase are fre- 
quently unaltered until late in the disease. 
Abnormal blood sugar determinations and 
glucose tolerance curves appear to be of diag- 
nostic value, although again as a late mani- 
festation. Steatorrhea, which has been noted 
as a prominent feature of this disease, oc- 
curred in only two of our patients. Steator- 
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rhea is more apt to occur in association with 
the obstructive jaundice produced by lesions 
of the head of the pancreas or by extensive 
destruction of the gland. 

Radiologic Examinations. In 16 of 23 pa- 
tients (69.5 per cent) the roentgenographic 
findings were helpful in establishing the 
presence of organic disease, and in most in- 
stances were highly suggestive of pancreatic 
disease. It has been stated that the radiologic 
examinations are positive in two thirds of 
all pancreatic tumors. This figure includes 
those lesions occurring in the head of the 
pancreas. The high incidence of positive find- 
ings in this series is probably due to the far 
advanced nature of the lesions at the time 
the patients were examined. 


The occurrence of post-bulbar obstruction 
in carcinoma of the pancreas has been de- 
scribed previously. This finding was present 
in three patients. Two other patients had 
pyloric obstruction. 

Positive radiologic findings may be mis- 
leading at times. Exploration was delayed 
7 to 10 days in one patient who was re- 
ported to have a duodenal ulcer. Negative 
examinations made early in the disease were 
often responsible for a false sense of security 
and a delay in repeating roentgenographic 
studies. 


Psychiatric Aspects 


The association of symptoms such as anx- 
iety, depression, crying spells, and insomnia 
with this disease has been mentioned fre- 
quently since Yaskin? first described them. 
More recently Kohn has reported a series of 
27 cases, with nine instances of disturbed 
behavior.* 

It is not difficult to elicit some anxiety in 
patients with undiagnosed weight loss and 
abdominal pain and to label such individuals 
as psychoneurotic. In our own group of 23 
patients, five were at some time during their 
present illness diagnosed as being psychiatric 
problems. This group includes two of the 
three cases diagnosed postmortem. In one of 
these two patients a diagnosis of chronic 
anxiety state was made before his death, after 
a long history of upper abdominal discom- 
fort was elicited. The other patient, 3 


months prior to her demise, was told that she 
had a “spastic colon.” One patient was treated 
as having an ulcer for a period of 5 months. 
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When symptoms persisted the family was ad- 
vised to take him to a psychiatric hospital 
for treatment. Subsequently, however, another 
physician made the diagnosis of carcinoma 
of the body of the pancreas. Another patient, 
in whom a diagnosis of chronic anxiety state 
had been made, was observed carefully for 
2 weeks before it was felt that organic dis- 
ease was present and an exploratory operation 
was warranted. The fifth in whom the diag- 
nosis of carcinoma of the body of the pancreas 
was suspected, left the hospital against advice 
and was thought to be psychotic. 


The difficulties which these patients under- 
go in attempting to convince a physician that 
their discomfort is significant are often 
enough to precipitate a behavior disturbance. 


Case Reports 


Case 1. Fibrosarcoma of the pancreas with asso- 
ciated left hydronephrosis. Patient alive 15 months 
after a subtotal pancreatectomy. 

A 45 year old, white male was admitted to the 
North Carolina Baptist Hospital on July 14, 1953, 
complaining of pain of 14 months duration in the 
midepigastrium and left upper quadrant. The pain 
had been severe and steady for the previous 6 
months. Slight temporary relief was obtained by squat- 
ting. Moderate anorexia, nausea and vomiting had 


FIG. 1, CASE 1 


Displacement of the stomach to the left and anteriorly by 
fibrosarcoma of the pancreas. 
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been present, and there had been a 75-pound weight 
loss. Several weeks prior to admission the patient 
had noted an irregular mass in the left upper quad- 
rant. There had been no change in bowel habits and 
no insomnia. Two episodes of hematuria had oc- 
curred, but each time cystoscopy and _ retrograde 
pyelography were negative. Two barium studies of the 
upper gastrointestinal tract had been negative. 

Physical examination revealed a thin male in mod- 
erately acute distress. In the left upper quadrant there 
was a firm, tender, irregular mass extending 7.5 cm. 
below the left costal margin. 

Accessory clinical findings included a_ leukocyte 
count of 11,700 and a flat glucose tolerance curve. 
Intravenous pyelograms revealed bilateral hydro- 
nephrosis, more marked on the left, with probable 
left ureteral obstruction. A barium study of the upper 
gastrointestinal tract revealed the stomach to be dis- 
placed anteriorly and to the left. 


Exploratory laparotomy on September 8, revealed 
a hard grayish pink mass 8 by 6 cm. arising from 
the body of the pancreas. It was adherent to the 
spleen and involved the celiac artery. A splenectomy 
and subtotal pancreatectomy were done. 

The pathologic diagnosis was fibrosarcoma of the 
pancreas. 

Follow-up 15 months after operation reveals the 
patient has gained weight and improved generally, 
although he continues to have abdominal pain re- 
quiring codeine for relief. X-ray study of the stomach 
on September 21, 1954, was normal. Urinary tract 
studies continue to reveal left hydronephrosis. No evi- 
dence of recurrent tumor was found. 


FIG. 2, CASE 1 


Intravenous pyelograms showing caliectasis and pyelectasis, 
more marked on the left; the left ureter is not visualized. 
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Case 2. Carcinoma of the pancreas with spinal 
metastases and associated diverticulitis. 


A 45 year old, white male was seen on August 1, 
1953, complaining of severe low mid-back pain of 
7 months duration. The pain was described as 
constant, nagging, colicky, and boring. Some relief 
was afforded by bending forward or taking ice by 
mouth. There had been a weight loss of 43 pounds. 
Insomnia was marked, and severe obstipation had 
developed. There had been no anorexia, nausea or 
vomiting. The patient had received diathermy with- 
out relief. A barium enema had revealed “diverti- 
culitis,” but dietary treatment had not proved helpful. 


On physical examination the patient was bent for- 
ward, holding his abdomen and complaining of pain. 
Abdominal examination revealed increased muscle 
tone, generalized tenderness, and a questionable mass 
in the midabdomen about the size of an orange. 
An enlarged node was present in the right inguinal 
region. 

Accessory clinical findings were within normal limits. 
Roentgenogram of the lumbar spine revealed sclerosis 
of the second and fourth lumbar vertebrae suggesting 
metastatic disease. A chest x-ray film revealed nodular 
shadows throughout both lungs thought to represent 
metastatic tumor. 


An exploratory laparotomy, August 15, 1953, re- 
vealed a large tumor arising in the body of the 


FIG. 3, CASE 2 


Anteroposterior view of the lumbosacral spine, showing 
sclerosis of second and fourth vertebral bodies by metastatic 
tumor. 
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FIG. 4, CASE 3 


Duodenal obstruction in the region of the ligament of 
Treitz, with marked dilatation of the proximal duodenum. 


pancreas and invading the lumbar vertebrae. 

The pathologic diagnosis was adenocarcinoma of 
the pancreas. 

Postoperative course was progressively downhill, the 
patient died December 10, 1953. 


Case 3. Carcinoma of the pancreas with painless 
obstruction of the third portion of the duodenum. 

A 48 year old, white male was admitted on Decem- 
ber 8, 1950, complaining of nausea and vomiting for 
the past 10 weeks. There had been a weight loss of 
37 pounds, and marked obstipation had developed. 
No pain, anorexia or insomnia were present. A barium 
study of the upper gastrointestinal tract prior to 
admission had revealed duodenal obstruction. 

Examination on admission revealed a chronically 
ill white male without abnormal physical findings. 
Accessory clinical findings were within normal limits 
except for a nonprotein nitrogen which ranged from 
44 to 71 mg. per 100 cc. A second barium study of 
the upper gastrointestinal tract revealed a dilated 
duodenum with almost complete obstruction at the 
ligament of Treitz. 

At operation, December 16, 1950, a nodular mass 
6 by 5 by 5 cm. was found arising from the tail of 
the pancreas and involving the duodenum, mesenteric 
vessels, and liver. 

The pathologic diagnosis was adenocarcinoma of 
the pancreas. 

A palliative duodenojejunostomy was made. No 
further symptoms of obstruction developed. The pa- 
tient expired September 19, 1951, with extensive 
metastases. 
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Summary 


Twenty-three cases of malignant lesions 
arising in the body and tail of the pancreas 
and not associated with jaundice have been 
reviewed. Three cases with interesting radio- 
logic findings are reported in more detail. 

A marked predominance (82.6 per cent) of 
males was noted. The average interval be- 
tween the onset of symptoms and the diag- 
nosis was 7 months. The average survival 
time after the onset of symptoms was 9 
months. The correct diagnosis was established 
preoperatively or antemortem in 14 patients 
(60.8 per cent). 

Weight loss, pain, nausea and vomiting, 
change in bowel habits, and insomnia with or 
without nocturnal distress were the most 
frequent presenting signs and symptoms. No 
evidence of venous thrombi was noted clini- 
cally or in the seven postmortem examina- 
tions. Five of the patients (21.7 per cent) had 
been considered psychiatric problems at some 
time during their illness. The most frequent 
roentgenographic abnormalities were pressure 
changes on the stomach or duodenal loop, 
with or without obstruction. 

Anemia was uncommon. Leukocytosis, ele- 
vation of the sedimentation rate, and demon- 
strable abnormalities of pancreatic function 
were infrequent and inconstant. Glycosuria 
and abnormal glucose tolerance curves were 
of diagnostic significance where present. 

Pancreatectomy was possible in only two 
patients, one of whom has survived 15 months 


‘tothe present time. 


Conclusion 


Malignant tumors of the pancreas unasso- 
ciated with jaundice present difficult prob- 
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lems in diagnosis. The finding of unexplained 
abdominal pain, weight loss, or change in 
bowel habits, particularly in men 40 to 60 
years of age, should suggest this possibility. 
It should be remembered that physical and 
laboratory findings are often essentially nega- 
tive. 

The diagnosis may be suggested by ab- 
normalities of carbohydrate or enzymatic 
function or by demonstrable roentgenographic 
changes, although often it is made by exclu- 
sion. Pain related to position and the demon- 
stration of venous thrombi are helpful signs 
when they are present. The presence of other 
associated but unrelated digestive tract dis- 
ease frequently is misleading and may post- 
pone an accurate diagnosis. 


It is obvious that only a constant aware- 
ness of this disease process will lead to an 
increase in the number of correctly diagnosed 
cases, and ultimately to the finding of more 
resectable lesions and an improved prognosis. 
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Umbilical Endometriosis: A Benign 


Cause of Bleeding 


JOHN C. DUNLAP, M.D.,t Waco, Tex. 


ViL.ar,! sixty-nine years ago, was the first to 
report the presence of endometrial tissue in 
the umbilicus. To the growing list of case re- 
ports, is added another instance of this spon- 
taneously functioning lesion, the only one 
recorded in the hospitals of this community. 
That this entity is no longer a rarity is 
shown by 115 cases collected from the liter- 
ture, 4. 6. 7.9 


Case Report 


K. Y., a 44 year old white, gravida 3, para 2, en- 
tered the Hillcrest Hospital April 16, 1952, with the 
complaint of “bleeding from the navel” during men- 
struation. This had occurred for the past 10 months. 
The bleeding usually preceded the menstrual flow 
by approximately twenty-four hours and subsided with 
the cessation of menstruation. 

The onset of the menses was at 14 years of age. 
They were normal in character, occurring in a 28 day 
cycle with 4 days of flow. The patient’s children 
were 25 and 13 years of age. Twenty years before ad- 
mission she had had an uneventful spontaneous abor- 
tion. 

The past medical and family histories were non- 
contributory. She had never had an abdominal opera- 
tion. 

Examination. Except for obesity (weight 220 
pounds), the physical findings were limited to the 
umbilicus. A dark reddish nodule about 2 cm. in 
diameter was present in the fossa. The tumor was 
firm, tender, and surrounded by apparently normal 
skin. Pelvic examination was negative. 


Routine laboratory tests were normal. Papanicolaou 
smears of the umbilicus were of no diagnostic value. 
Cytological studies of the uterine cervix were negative. 

Course. As a diagnostic aid testosterone was given. 
Umbilical bleeding promptly ceased. Omphalectomy. 
including the free peritoneal layer, was performed 
through a transverse eliptical incision. Repair was ac- 
complished as for umbilical hernia. The postoperative 
course and recovery were uneventful. 

Microscopic sections (by Dr. W. W. Klatt) showed, 
“A localized superficial ulceration of the skin with a 


*Received for publication June 15, 1955. 
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Endometriosis of the umbilicus. 


low grade chronic inflammatory reaction. The deeper 
tissues contain a typical endometriosis with a decidual 
type of reaction in the stroma.” Final pathologic 
diagnosis: “Endometriosis of the Umbilicus’” (Fig. 1). 


Discussion 


Theories offered to explain the occurrence 
of external endometriosis in general, and um- 
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bilical endometriosis in particular, are many 
and varied, consequently the histogenesis re- 
mains far from settled. Celomic metaplasia, 
benign metastasis, migration of endometrium 
and the embryonal rest have been advanced 
as reasons for aberrant endometrium iv such 
unusual sites as the umbilicus. Also, to ex- 
plain the external variety of this major and 
pathologic form of menstruation, “the scourge 
of the private patient,”® factors such as trau- 
ma, peritoneal irritation, delayed pregnancy, 
posture, gravity, pelvic congestion, hormone 
stimulation, and emotional stress should all 
be considered. Authorities are in agreement 
on one point, that no one theory explains all 
varieties of endometriosis. In support of the 
migration of endometrium as an explanation 
for umbilical endometriosis, it has been sug- 
gested that desquamated endometrium may 
enter a small umbilical hernia. Novak.’ how- 
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ever, considers celomic metaplasia the most 
likely etiology, “especially as celomic vestiges 
are often so persistent in the umbilical area 
. .. and Sampson had exactly the same view.” 


Appreciation is extended to Drs. Moreton Magid 
and John E. Talley for assistance in the preparation of 
this report. 
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The Conservative Management of 
Premature Separation of the Placenta: 


HAL FERGUSON, M.D., and OTUS THERON WEST, M.D.,+ 


Fairfield, Ala. 


The authors give their analysis of a large series of cases of premature separation of the 
placenta,—the treatment and its success for mother and child. 


Tur RESPECT which obstetricians show pre- 
mature separation of the normally implanted 
placenta bespeaks the serious nature of this 
complication of late pregnancy. An excellent 
history of this accident of pregnancy is found 
in the comprehensive collective reviews of 
Phaneuf! and Irving.” 


An effort has been made, of late, to under- 
stand better the etiology of premature separa- 
tion of the normally implanted placenta and 
this is well worth reviewing. Following the 
delivery of the fetus, the placenta normally 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


7From the Lloyd Noland Hospital, Fairfield, Ala. 


separates by tearing through the large vas- 
cular spaces of the spongiosa layer of the 
decidua. The associated uterine contraction 
occludes the arteries supplying this site and 
bleeding is minimal. If the separation occurs 
in a uterus distended by a fetus, no effective 
contractions can occur to occlude the blood 
vessels and hemorrhage is likely to result. 
The maternal circulation of the placenta 
was originally described by Spanner*® as one 
with the arterial supply entering into the sub- 
chorionic spaces centrally, the blood flowing 
peripherally to empty into the marginal sinus 
where all venous drainage occurred. Now 
there is good evidence that some venous drain- 
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age occurs through the central portion of the 
placental site, but the greater portion is 
thought to drain through the marginal sinus. 

It is logical to postulate that a hemorrhage 
of central origin would be more forceful and 
severe since it is most likely to be arterial, a 
peripheral lesion would most likely have a 
venous origin and be less severe. 


Novak? postulates that the origin of the two 
types of hemorrhage may be entirely different. 
The central would involve the arterial walls, 
either an arteriosclerotic change, or a severe 
arteriolar spasm as associated with preeclamp- 
tic toxemia. The peripheral separation would 
more likely be associated with premature de- 
generation of the decidual plate or trauma to 
the placental site. Another form of peripheral 
hemorrhage, marginal sinus rupture, is de- 
scribed by Sexton.* This diagnosis is a diffi- 
cult one to substantiate as microscopic proof 
is necessary to show that the rupture occurred 
prior to delivery. 

The above discussion attempts to include 
all cases from the most mild, diagnosed only 
after delivery of the placenta, to the most 
severe that endangers the life of the mother 
and usually claims that of the fetus. 


Material and Results 


Premature separation of the normally im- 
planted placenta was diagnosed 195 times in 
12,531 pregnancies at the Lloyd Noland Hos- 
pital from July 1, 1945, through June 30, 
1954; or an incidence of one in 65 deliveries. 
All patients included in this report delivered 
viable premature (28 to 37 weeks) or term 
babies (38 to 40 weeks). 

Ideally, patients delivered at this hospital 
are followed with frequent prenatal visits to 
the outpatient department. However, too fre- 
quently, those delivered here either are not 
seen until some untoward complication forces 
them to abandon plans of home delivery, or 
else they feel that regualr attendance at the 
prenatal clinic is unnecessary and present 
themselves only when in trouble or in labor. 

The diagnosis of premature separation of 
the normally implanted placenta is based 
upon the demonstration of an adherent 
placental blood clot. The degree of separation 
was assessed in accordance with the criteria in 
table 1. 

It seemed wise to limit the breakdown of 
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TABLE 1 


CRITERIA FOR DETERMINING THE DEGREE OF 
PLACENTAL SEPARATION 


Degree Signs and Symptoms 


I Mild 1. A small area of the placental surface involved 
2. Uterus may be tense but not spastic 
3. External hemorrhage, mild to moderate 
4. No shock 


Il Severe 1. Separation involving a large area of the placental 
surface 
2. Tense board-like uterus 
3. Severe hemorrhage, often concealed 
4. Shock of varying degrees 


severity to these two classes, as any more de- 
tailed classification would only serve to con- 
fuse the analysis of data. There were 143 
mild premature separations, or an incidence 
of one in 87 deliveries, and 52 severe separa- 
tions or an incidence of one in 241 deliveries. 


Analysis of Material 


The age distribution of the patients in this 
series closely follows the pattern set by our 
obstetrical admissions. The youngest patient 
encountered was |4 years of age and the old- 
est patient with this complication was 43 
years old. The greatest number of patients 
fell into the third and fourth decades of life, 
with 97 and 66 cases respectively. 

A parity breakdown revealed a predomi- 
nance of multiparous patients, 161, as against 
34 nulliparous patients. This is at variance 
with the general clinic population of 71 
multiparas to 29 nulliparas. 

The large colored population of this clinic 
offered an opportunity to observe any race 
predilection of premature separation of the 
placenta. The distribution of the general 
obstetrical admissions was 44.5 per cent white 
and 55.5 per cent colored, this corresponds 
closely to the ratio of 42.5 per cent white to 
57.5 per cent colored noted in the study 
group. 

The incidence of viable premature deliv- 
eries, i.e., 28 to 37 weeks gestation, has always 
been noted to be increased when any series of 
premature placental separation is analyzed, 
and this group was no exception as 54 per 
cent of the births here reported fell into this 
category. The general clinic incidence of pre- 
mature births during the same period was 
only 11 per cent of the total deliveries. 


An effort was made to correlate the inci- 
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TABLE 2 


PREMATURE DELIVERIES ASSOCIATED WITH 
PREMATURE SEPARATION OF THE PLACENTA 
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TABLE 4 


PRESENTATION OF THE FETUS IN PREMATURE 
SEPARATION OF THE PLACENTA 


Viable prematures (28-37 weeks) Term births (38-40 weeks) 
107* 927 


*Three sets of twins 
+One set of twins 


dence of twins to premature separation of the 
normally implanted placenta and twins were 
noted to occur one in 49 deliveries in the 
study group, while they were noted as only 
one in 100 deliveries in the general obstetrical 
admissions. 

Seventy cases of toxemia of pregnancy were 
found in this group of patients, ranging from 
mild preeclampsia to eclampsia, or an inci- 
dence of 36 per cent. The clinic incidence of 
toxemia for the same period was 18 per cent. 
It was also noted that the percentage of severe 
separations increased proportionally with the 
severity of the complicating toxemia. 

Many investigators have pointed to other 
associated findings as circumvallate placenta, 
excessively short cord, uterine myoma and 
trauma. These conditions were noted to co- 
exist occasionally but too infrequently to be 
of statistical importance. 

The presentation of the fetus was noted to 
show a marked increase in breech and trans- 
verse lie, but when broken down into term 
and premature births the predominance of 
the abnormal presentation was in the pre- 
mature group and is not out of line with the 
general clinic average. 


Subsequent premature separation of the 
normally implanted placenta was noted by 
Bysee® in 15 patients out of 340 cases analyzed, 
or a recurrence rate of 4.4 per cent. The 
group here reported showed 9 recurrences, or 
a rate of 4.6 per cent. 


An attempt was made to determine if pre- 
mature separation of the normally implanted 


TABLE 3 


TOXEMIA OF PREGNANCY AND PREMATURE 
SEPARATION OF THE PLACENTA 


Degree Non- Hyper- Mild Severe Eclampsia Total 
of toxic tension Pre- Pre- 

Separation eclampsia eclampsia 

Mild 98 4 34 6 1 143 

Severe 27 5 il 7 2 52 

Total 125 9 45 13 3 195 


Viable Prematures Terms 


Presentation (28-37 weeks) (38-40 weeks) 
Vertex 877 86° 
Breech 177 3 
Transverse lie 3 3 


7Three twins each 
*One set of twins 


placenta in any way impaired the patient’s 
chance of future pregnancies. In a group as 
recent as this, 62 patients were found to have 
conceived 103 times to deliver 80 term babies, 
to abort 16 times of which one was a tubal 
pregnancy, and seven are still pregnant at the 
time of this writing. It appears that this 
complication in no way interferes with future 
pregnancies. 


Treatment 


The treatment of these patients was largely 
of the conservative type, i.e., vaginal delivery. 
In most mild cases the treatment was expect- 
ant of necessity, for, without external bleed- 
ing, the diagnosis was not suspected until the 
delivery of the placenta was completed. When 
a mild separation was accompanied with ex- 
ternal bleeding of an amount more than a 
bloody show, and in the severe cases with their 
classical signs and symptoms, the treatment 
was of a more active nature. 

The patient was immediately cross-matched 
with at least 1500 cc. of bank whole blood 
which was used to replace the blood already 
lost, or if not so needed, held in readiness 
should the need arise. A sterile vaginal ex- 
amination was done to evaluate the cervix, 
the pelvis, and to exclude other associated 
pelvic disease. Once vaginal delivery was de- 
cided upon, liberal use was made of sedatives 
and, if toxemia coexisted it was treated along 
accepted lines with intravenous hypertonic 
glucose and magnesium sulfate. 


Repeated samples of venous blood were 
drawn at regular intervals and observed for 
clot stability to insure adequate warning 
against possible defibrinogenation of the 
blood, or other failures of the clotting 
mechanism. 


Usually it was unnecessary to stimulate 
labor in these patients, since in a short while 
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the uterus relaxed, regular uterine contrac- 
tion began, followed by delivery of the fetus. 
The average time elapse from the onset of 
symptoms to delivery was 37 hours, regardless 
of the severity. The length of time from onset 
of symptoms to delivery seems inversely pro- 
portional to the ripeness of the cervix. The 
longest interval between onset of symptoms 
and delivery was 17 days. If the uterus failed 
to contract regularly after a reasonable wait, 
stimulation of labor was undertaken with 
Pitocin (given either in divided doses intra- 
muscularly or by intravenous drip of a dilute 
solution). Pitocin stimulation of labor was 
resorted to in seven cases of this series, all 
multiparas. Six of these patients were at term. 
Five of these babies survived and the sixth 
baby expired in utero. The seventh, a pre- 
mature infant, died on the fifty-fourth day of 
life. There were no maternal ill effects in 
these seven patients given Pitocin for stimula- 
tion of labor. 

Cesarean section was resorted to in only 
four cases. Three of these, a primagravida and 
two multiparas, had dead babies on admis- 
sion. The separation was severe and the 
cervices were unfavorable for delivery from 
below. The other, a multipara, with a seven 
and a half month cyesis, had bled profusely 
for 16 days in the hospital, and was delivered 
of a three and a half pound boy by cesarean 
section who expired 12 hours later. Abdomi- 
nal delivery was reserved for those patients 
who could not be expected to deliver from 
below before the complication of premature 
separation claimed the life of the mother, or 
for obvious obstetrical reasons. The cesarean 
section rate at the Lloyd Noland Hospital 
during the period studied was 2.5 per cent 
while the rate for the study group was only 
2 per cent. 


Two of the cases sectioned showed obvious 
invasion of the uterine musculature by hem- 
orrhage suggesting Couvelaire uterus. How- 
ever, in no case did the uterus fail to contract 
satisfactorily. 


Postpartum hemorrhage complicated six 
deliveries in this series; all were multiparas. 
Four were associated with mild uterine relaxa- 
tion of the third stage. One was associated 
with a laceration of the cervix following a 
precipitate delivery and was controlled with 
suture. A hysterectomy was done 12 weeks 
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postpartum and a lower segment rupture 
into the left broad ligament was noted. One 
case was that of a late postpartum hemorrhage 
due to retained secundines. 


There was one case of hemorrhagic tendency 
associated with a severe separation of the 
placenta that became evident early in the 
third stage. This may have been due to de- 
fibrinogenation of the circulating blood as 
described by Weiner.? There was a slight in- 
crease in the bleeding and clotting times and 
the clot retraction was incomplete. This was 
rapidly controlled with whole blood trans- 
fusions. 


Another case of severe separation demon- 
strated a severe hemorrhagic tendency due to 
a marked thrombocytopenia (platelet count 
of 22,700). The etiology was thought to be 
due to exposure to x-rays received as a techni- 
cian. Fresh blood controlled this complica- 
tion. 


In none of these patients in this series was 
it necessary to resort to intrauterine pack or 
hysterectomy. 


Maternal Mortality 


There was one death in this series of 195 
patients, or a rate of 0.5 per cent. The ma- 
ternal mortality rate for all deliveries during 
this period was 0.17 per cent. The death was 
not directly due to the separation of the 
placenta, but rather a coincidental finding. 


Case Report. A 21 year old colored, Gravida I, Para 
0, admitted in 1949 at term, was in coma and was 
having convulsions. Her prenatal course had been 
normal until the seventh month after which time she 
failed to return to the clinic. Findings were convul- 
sions, coma, blood pressure of 210/90, ankle edema, 
gross hematuria and albuminuria. Chemical studies 
showed a blood CO, combining power of 23.5 volumes 
per cent, blood uric acid 6.1 mg. and blood urea nitro- 
gen 10.6 mg. per 100 cc. Lactate Ringer’s solution was 
used to correct the acidosis. Hypertonic glucose, mag- 
nesium sulfate, and sedation were administered to 
control the convulsions. The uterus became tense, and 
the fetus died. Labor followed with the rapid expul- 
sion of the fetus and placenta. A mild degree of separa- 
tion was noted. Blood loss was minimal but in spite of 
treatment, the convulsions continued, the coma deep- 
ened, and the patient expired 12 hours after admis- 
sion. Autopsy was not granted, 


Fetal Mortality Rate 


The uncorrected fetal mortality rate is 45 
per cent. This is quite high. The fetal mortali- 
ty rate for the general obstetrical admissions 
for the same time was 5.3 per cent. There is a 
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direct relationship between the fetal mortality 
and the degree of separation as shown in 
table 5. 


It is also noted that both toxemia and pre- 
maturity further decrease the chances of a 
live birth. This series is too small to draw any 
conclusions but the fetal mortality rate was 
60 per cent in the premature group while it 
was only 28 per cent in the term group. 


An attempt was made to establish the rela- 
tion of the duration of separation to survival 
rate but no conclusions could be reached. In 
39 patients, 10 of whom were at term, fetal 
heart tones were absent on admission. Twen- 
ty-five patients had audible fetal heart tones 
on admission, but fetal death occurred before 
delivery. Twelve of these were term babies. 
In retrospect, a more judicious employment 
of abdominal delivery in some of these 12 
patients would most likely have saved some 
of these babies. If all 12 had been saved, the 
fetal mortality would have dropped to 40 per 
cent. It must be pointed out, however, that the 
anoxia to which these babies were subjected 
because of the partial premature separation of 
the placenta might have resulted in neonatal 
deaths even had we been successful in delivery 
of a live baby by cesarean section. 

Comment. Delivery by cesarean section 
seems advisable in the patient with a cervix 
unfavorable for prompt vaginal delivery and 
whose viable baby shows no significant signs 
and symptoms of fetal distress. In the more 
severe group with a known dead baby or sig- 
nificant signs of fetal distress, we feel as a 
result of the uniformity of good results in the 
mother that vaginal delivery is preferable and 
safer for the mother. Cesarean section does 
not assure a baby that will survive. It leaves 
the mother with a scar in her uterus which 
is not without hazard to her in any subsequent 
pregnancy. 

The absence of definite pathologic coagula- 
tion defects in this series of patients leaves us 


TABLE 5 


RELATION OF FETAL SURVIVAL TO DEGREE OF 
PLACENTAL SEPARATION 


Outcome of Mild Severe 

The fetus Term Premature Total Term Premature Total 
Living 65 42 107 2 1 3 
Stillbirths 5 ll 16 17 31 48 
Neonatal 

Deaths 3 17 20 1 4 5 
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thankful, but puzzled. There is no condition 
where early and adequate blood replacement 
is more important to the recovery of the 
patient. We feel blood replacement should 
begin as soon as significant blood loss occurs, 
either visible or concealed, and not be delayed 
until objective evidence of shock or profound 
anemia develop. The avoidance of severe 
blood volume deficit or hemodilution may 
account for the absence of coagulation defects 
in this series of patients. 


The early and adequate blood replacement 
carried out in this group of patients most 
likely accounts for the absence of utero- 
placental apoplexy requiring cesarean hyster- 
ectomy and absence of the lower nephron 
syndrome in the recovery period. 


Summary and Conclusions 


During the 9 year period from July 1, 
1945, through June 30, 1954, 195 cases of pre- 
mature separation of the normally implanted 
placenta were diagnosed in 12,531 deliveries 
at the Lloyd Noland Hospital. 

(1) Age, parity and race play no part in 
premature separation of the placenta. 

(2) Seventy cases, or 36 per cent, in this 
series had a coexisting toxemia of pregnancy, 
while the clinic average during the same 
period was only 18 per cent. Conversely, the 
incidence of premature separation in the 
clinic as a whole was one in 64 deliveries. In 
the toxemic population the incidence was one 
in 86 deliveries, or nearly twice as great. 


(3) Prematurity is greatly increased by this 
complication as 54 per cent of babies associ- 
ated with this complication were premature, 
contrasted with a clinic average of only 11 per 
cent. 

(4) In no incident did a severe hemorrhagic 
phenomenon develop in spite of the long 
period of observation from onset of symptoms 
to delivery. 

(5) A 4.6 per cent recurrence of premature 
separation of the normally implanted _pla- 
centa was noted. 

(6) Future fertility did not seem to be im- 
paired by premature separation of the nor- 
mally implanted placenta. 

(7) A gross maternal mortality of 0.5 per 
cent is reported. However, the placental sepa- 
ration was not responsible for the death in 
this case. 
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(8) A fetal mortality rate of 45 per cent is 
reported. Term birth mortality rate was 28 
per cent while the premature birth mortality 
was 60 per cent. 

(9) The cesarean section rate was 2 per 
cent in this series of cases. 

(10) Early and adequate blood replace- 
ment therapy with vaginal delivery for most 
patients with this complication still seems 
warranted rather than resorting to abdominal 
delivery. 
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Discussion (Abstract! 


Dr. Joseph A. Hardy, St. Louis, Mo. It is both in- 
teresting and encouraging to note the frequency with 
which papers on the hemorrhagic complications of 
pregnancy and labor appear in the programs of meet- 
ings such as this. In a day when infection, toxemia, 
and malnutrition have been, to a large extent, reduced 
in stature as serious complications, there remains a 
great deal of room for improvement in the manage- 
ment of obstetrical hemorrhage. Too many mothers 
and too many of their infants are being crippled or 
lost through disturbances more or less directly related 
to hemorrhage. I am, therefore, extremely happy to 
discuss the presentation by Dr. Ferguson of his analy- 
sis of the management of premature separation of the 
placenta over a 9 year period. 

I find particularly interesting the classification 
which Dr. Ferguson has chosen to distinguish between 
mild and severe separation. Obviously, with this 
method of classifying his cases the determination of 
the category into which a given instance of hemor- 
rhage should be placed is not made until after the 
delivery is completed. Too frequently, obstetrical 
records indicate merely the presence or absence of 
premature separation with perhaps some reference to 
the approximate amount of blood-loss, but fail to 
specify the extent of separation which had actually 
occurred. I think it would be helpful if, in all in- 
stances, a post-delivery analysis were made in order 
to determine the degree of separation. I believe in this 
way we would learn that the process occurs much more 
frequently than we might otherwise be led to believe. 
I am quite sure that on many occasions I have noted 
more than average bleeding during a labor in which 
there was absence of classical symptoms of premature 
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separation of the placenta and yet have failed to 
examine carefully the expelled placenta for evidence 
of adherent placental blood clot. Some may raise the 
objection that such mild degrees of separation should 
not be included in the statistics of a complication 
which can be so extremely serious. I feel that this is 
an invalid objection and that a proper estimate, both 
of the nature of the complication, and the proper 
means of combating it will result from a careful inclu- 
sion of every degree of pathological process involved. 

Dr. Ferguson notes an incidence of one premature 
separation in 65 deliveries during the period of his 
study. It is of interest to note that in the St. Louis 
University Hospitals, during the year 1953, the inci- 
dence was somewhat lower, namely one in 82 deliv- 
eries. This, however, represents a period of only one 
year. 

In the matter of treatment, I must agree that con- 
servative management, whenever possible, is highly 
to be desired. As was pointed out by the speaker, the 
employment of cesarean section in the presence of 
this complication is no guaranty of a normal, living 
infant, and certainly, in those instances where death 
of the fetus has already occurred, I should make every 
effort to avoid use of cesarean section. Unquestion- 
ably, in those patients whose life would be in jeopardy, 
if one persisted in expectant treatment, abdominal 
delivery should be undertaken. In the St. Louis Uni- 
versity Group of Hospitals, during the year 1953, the 
over-all cesarean section rate was 3 per cent, and 
among those patients in whom a diagnosis of pre- 
mature separation of the placenta was made, the rate 
was 2.8 per cent. 

One of the obvious benefits of the recent interest of 
investigators in the subject of obstetrical hemorrhage 
is our increasing knowledge of the significance of dis- 
turbance in the clotting mechanism in patients of the 
sort studied in this paper. Repeated observations of 
bleeding and clotting times, and clot retraction, should 
be made, and the early use of whole blood transfusion 
will prove of great value in avoiding those complica- 
tions which result from blood volume deficit and from 
hemodilution. 

I should like to compliment the authors on their 
very interesting analysis and to concur in the con- 
clusions which they draw from the discussion. 


Dr. John R. McCain, Atlanta, Ga. 1 had the oppor- 
tunity of studying this paper prior to its presentation 
here, and it is a real pleasure to be able to discuss this 
paper whose results correspond so closely to our own 
experience at Grady Memorial Hospital in Atlanta. 

Our experience is based upon the results in 75,000 
deliveries in the last 25 years. The cases of premature 
separation of the placenta consist of 293 from 1928 
through 1948, reported by us in 1949 and, approxi- 
mately 175 cases from 1948 to June of 1953. 


Our results are almost identical with those reported 
today, regarding parity, prematurity, and hyperten- 
sion. Our incidence of premature separation of the 
placenta is considerably less than that of the essayists, 
ours being one in 161 deliveries. The lower incidence 
is probably the result of not as careful a clinical ex- 
amination of the patient, or of the placenta not being 
examined so carefully after delivery. During these 25 
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years, we have delivered four women with premature 
separation of the placenta by cesarean section. 

Regarding the maternal mortality, the rate of 0.5 
of one per cent reported by Dr. Ferguson and Dr. 
West is excellent. In the last 5 years of our service, 
approximately 175 patients with premature separation 
of the placenta delivered and three of the patients 
died. 


One of these women was in extremis on admission 
and died in 30 minutes. 

Another of the patients was referred for admission 
because of hemorrhage and shock but, through an 
error in judgment on our part, was not admitted. She 
returned 40 hours later in profound shock and did 
not survive. 

The third patient developed renal failure after 
delivery and died 3 weeks later. 

The vaginal method of delivery of patients with 
premature separation of the placenta may have con- 
tributed to the death of the third patient, giving a 
maternal mortality rate of 0.6 of one per cent on our 
service by this method of delivery. Persistent post- 
partum bleeding was rarely seen. Only one case of 
Couvelaire uterus has been seen on our service in the 
last 35 vears and it did not require removal for per- 
sistent bleeding. We have probably had more patients 
with a Couvelaire uterus, but we have not seen them 
since we rarely perform cesarean sections for pre- 
mature separation of the placenta. 

As far as infant mortality is concerned, the authors 
in their report found that 135 of their infants were 
alive when the patients were admitted to the hospital 
and 81.4 per cent of these infants were delivered alive. 
On our service, we found that of the infants alive on 
admission, 78.4 per cent were delivered alive. I do not 
believe that anyone has yet reported a better infant 
salvage by cesarean sections. 


As far as the treatment is concerned, everyone is in 
agreement with the basic principles of treating pre- 
mature separations of the placenta. First, that ample 
blood should be available and be used liberally as re- 
quired; and, second, that the pregnancy should be 
interrupted. The only question is as to the method by 
which the pregnancy should be interrupted. From the 
discussion of the results today, it can be seen that a 
vaginal delivery will give a very low maternal mortali- 
tv and a relatively good infant salvage. In addition, the 
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interval before delivery is remarkably short, even in 
patients with “so-called” unfavorable cervices. May I 
suggest that even in such cases an attempt be made for 
a few hours for a vaginal delivery. If nothing more is 
done than the artificial rupture of the amniotic mem- 
branes, you will be amazed at the rapidity and fre- 
quency of successful vaginal deliveries. 


Dr. W. E. Hoffman, Charleston, W. Va. In our 
Journal the Gray or the Green there was a recent 
article, on premature separation of the placenta, I 
have forgotten the name of the essayist but he ad- 
vocated a section on these women. 

These women that I have seen are bleeding and 
you have to do something and do it quickly. When 
you do a section on these cases you will often find 
a bluish discoloration or bluish spots in the uterine 
muscle. This is hemorrhage into the uterine muscle 
and inhibits the contractial power of the uterine 
muscle regardless of oxytocics used. 


Therefore, I have no respect for the non pregnant 
bleeding uterus following delivery. 


Dr. Robert H. Barter, Washington, D. C. Patients 
with this complication can be moribund within a 
matter of 2 or $3 hours, due to severe toxemia, 
to exsanguination, or to a combination of both. The 
exsanguination can be accelerated by afibrinogenemia. 
It is agreed that vaginal delivery is feasible in most 
instances. However, we feel that there is no treatment 
for premature separation of the placenta which should 
be called conservative management. The words con- 
servative and radical had best be removed from the 
obstetric literature and from our obstetric thinking. 
Each patient has to be managed individually. It is 
better not to get into a routine in which every patient 
is treated in a similar manner. There is a definite 
place for cesarean section in the management of this 
usually serious obstetric complication. It is better to 
have a surviving patient with a scar in her uterus than 
no patient. 


Dr. Hal Ferguson (closing). There is very little to 
say in closing except there are two widely divergent 
methods of treating premature separation of normal 
placenta. But there is one point at which I believe we 
all meet on common ground, and that is the one point 
that I would like to make now. The cornerstone in any 
treatment of this complication of pregnancy is early, 
adequate replacement of blood loss. 


FORTY-NINTH ANNUAL MEETING 
SOUTHERN MEDICAL ASSOCIATION 


Houston, Texas 


November 14-17, 1955 
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Congenital Solitary Kidney: 


C. E. BURFORD, and E. H. BURFORD,f St. Louis, Mo. 


The importance of recognizing the presence of only one kidney before operating upon it is 
obvious. The authors add a series of cases of this rare anomaly to the literature. 


Ir HAS BEEN said that nature is a marvelous 
craftsman but inclined to be careless or whim- 
sical in its application. The clinician as well 
as the pathologist are familiar with many of 
these congenital anomalies. As a matter of 
fact the condition has been recognized since 
the time of Aristotle. One of the more out- 
standing and potentially tragic examples of 
nature’s capriciousness is the solitary kidney. 
This paper’s purpose is to alert the profession 
to the possibility of this condition before at- 
tempting surgery on the only kidney present. 

The etiology of renal agenesis stems from 
embryonic failure of proper development. 
The wolffian duct of the mesonephros did not 
produce a renal bud when the duct had 
reached the cloaca during intra-uterine life. 
In cases where the renal anlage has formed, 
it has undergone resorption.® 

The incidence of solitary kidney varies 
from Collins! report in 1932, of 9 cases found 
in 6,349 postmortem examinations at Mayo 
Clinic, or one in 705 autopsies, to a report by 
Campbell? in 1928, with 9 cases in 13,000 or 
one in 1,444 autopsies. Combining his with 
those in the literature gave Campbell an inci- 
dence of one in 1,610 cases. Generally the ratio 
of 1:1000 is accepted as the mean incidence. 

Astute observers of the literature for this 
condition have found many reports of renal 
hypoplasia and aplasia as representing true 
renal agenesis. The latter term means no 
renal tissue at all. Before the era of urography 
cases were reported only from autopsy find- 
ings. Now we have many clinical reports of 
solitary kidney and also many substantiated 
by surgery.* 

There are records of many errors in diag- 
nosis and death from operations unwittingly 
performed on the single kidney. Although 


*Read before the Section on Urology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


tFrom the Department of Urology, St. Louis University 
School of Medicine, St. Louis, Mo. 


this anomaly is usually silent, its clinical rec- 
ognition most frequently results from an in- 
cidental examination.® Because in such cases 
nephrectomy is fatal, it is essential that pyelog- 
raphy be performed prior to any surgical 
procedure on the upper urinary tract. 


Clinical Material 


Eleven cases are reported here of congenital 
solitary kidney with one confirmed by au- 
topsy, 3 at operation and 7 by clinical studies. 
There were 10 males and one female. One 
Negro was included in the group, the re- 
mainder were Caucasian. The age at discov- 
ery varied from 20 to 52 years. The upper 
urinary tract in three cases had bilateral ure- 
teral orifices but were obstructed at 0.5, 3 and 
10 centimeters. The remaining eight cases had 
no trigonal muscle, ureteric ridge or orifice 
at cystoscopic visualization, nor any renal 
shadow on the x-ray film on the affected side. 
All cases had normal findings on the side 
opposite to the agenesis, with compensatory 
hypertrophy of the normal kidney except in 
one who had renal tuberculosis. The agenesis 
appeared in five cases on the right and in six 
cases on the left side. Retrograde pyelography 
was performed on all cases and intravenous 
urography in seven cases. 


In two, at surgical exploration cystic masses 
were removed from the lower quadrant of the 
abdomen, there being no connection with the 
ureter and no renal tissue being found on 
pathologic examination. The other opera- 
tion was for appendicitis. The one death was 
in the case of renal tuberculosis; the patient 
died 20 years after the discovery of his renal 
agenesis from gastric hemorrhage. The other 
patients are living and well from as long as 
6 months to 10 years. 


Symptoms were chiefly those of pyelitis, 
cystitis, appendicitis, backache, gross and mi- 
croscopic hematuria. No other congenital 
malformations were observed on any of these 
cases. 


ii 
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Case Reports 


Case 1. R. B., a 41 year old, white man had a cystos- 
copy and retrograde pyelograms because of epigastric 
pain, August 31, 1949. Cystoscopically the bladder ap- 
peared normal but the right ureteral catheter met ob- 
struction at 3 cm. resisting all efforts to proceed. The 
P.S.P. returned in good concentration on the left side 
in 4 minutes, but none appeared on the right in 20 
minutes nor was there any drip of urine at any time. 
A KUB film failed to reveal a renal shadow on the 
right while the left appeared larger than normal. 
Pyelograms showed a normal but slightly hypertrophied 
kidney on the left, none on the right. The patient 
had no other demonstrable congenital anomalies. He 
is living and well to date. 


Case 2. W. M., a 26 year old, white man had a cys- 
toscopy and retrograde pyelograms on May 16, 1951, in 
an effort to determine the nature of a palpable mass 
which had gradually developed in his left lower ab- 
dominal quadrant. Cystoscopically, the bladder failed 
to show any trigonal muscle, ureteric ridge or orifice 
on the left side. The right side was normal in al! 
respects. There was no renal shadow on the left on 
the KUB film and pyelograms revealed a normal but 
hypertrophic right kidney. These findings were sub- 
stantiated by intravenous pyelograms. Surgically, the 
mass consisted of a large thin walled cyst approxi- 
mately 10 cm. in diameter containing brownish hem- 
orrhagic liquid. Microscopically it was an intraperi- 
toneal mesenteric cyst. No ureter or kidney cou!d be 
found. He is living and well to date. 


Case 3. N.P., a 22 year old, white man had a cystos- 
copy and retrograde pyelograms performed on Febru- 
ary 4, 1953, for persistent hemospermia and terminal 
hematuria. Cystoscopically the bladder failed to show 
any trigonal muscle, ureteric ridge or orifice at the 
right side. The left side was normal in all respects. 
These findings were corroborated by intravenous pye- 
lograms. He is living and well to date. 


Case 4. Mrs. W.F., a 28 year old, white woman had 
a cystoscopy and retrograde pyelograms, on January 
16, 1954, for urinary fistula as a result of birth injury. 
Cystoscopically, the bladder failed to show any tri- 
gonal development, ureteric ridge or orifice on the 
left. The right side was normal in all respects. ‘These 
findings were substantiated by IVP’s. She is living and 
well to date. 


Case 5. O.S., a 43 year old, white man had cystos- 
copy and retrograde pyelograms on February 2, 1948, 
to differentiate urinary tract disease from appendi- 
citis. Despite the absent left trigonal muscle, ureteric 
ridge, and orifice, an acute appendix was removed 
and an absence of left urinary system confirmed. Sim- 
ilar findings were made on intravenous pyelograms. 
He is living and well to date. 


Case 6. D.W., a 46 year old white man, had a cys- 
toscopy and retrograde pyelograms on September 6, 
1944, for what proved to be a right pyelitis. Cysto- 
scopic findings revealed absence of the left trigonal 
muscle, ureteric ridge and orifice. These results were 
confirmed by intravenous pyelograms. He is living and 
well to date. 


Case 7. C.S., a 47 year old, white man had a cystos- 
copy and retrograde pyelograms May 28, 1953, to assist 
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in differentiating a palpable mass in the right lower 
abdominal quadrant when intravenous pyelograms had 
failed to demonstrate a right urinary system. Cysto- 
scopically, apparently normal bladder but ureteral 
catheter obstructed impassably at 0.5 cm. Surgical 
findings revealed a thin walled cystic mass measuring 
8 cm. in diameter and containing milky fluid. The 
pathologist reported mesenteric cyst. No ureter or 
kidney could be found. He is living and well to date. 

Case 8. E.H., a 33 year old, white man had a cys- 
toscopy and retrograde pyelograms on December 26, 
1906, for what later proved to be right tuberculous 
nephritis and cystitis. This patient had three subse- 
quent cystoscopies and on all occasions no trigonal 
development, ureteric ridge or orifice could be demon- 
strated on the left side. He died 20 years later from 
gastric hemorrhage and autopsy confirmed total ab- 
sence of left urinary system. 

Case 9. L.B.F., a 52 year old, white man had a cys- 
toscopy and retrograde pyelograms on April 7, 1954, 
because of urgency and gross hematuria. Cystoscopi- 
cally, the blood was coming from a congested posterior 
urethra. No trigonal muscle, ureteric ridge or orifice 
was seen on the left side. These findings were sub- 
stantiated by intravenous pyelograms. The patient is 
living and well to date. 

Case 10. J.B., a 20 year old, white man had a cys- 
toscopy and retrograde pyelograms performed March 
3, 1942, for persistent attacks of microscopic hema- 
turia. At cystoscopic examination, the bladder failed 
to show any development of the trigone, ureteric ridge 
or orifice on the right side. The left side was normal 
but pyelograms revealed renal hypertrophy on the 
left. The patient is living and well to date. 

Case 11. E.O., a 25 year old, colored man had a 
cystoscopy and retrograde pyelograms on May 5, 1945, 
because of backache. On cystoscopic examination, his 
bladder appeared to be normal. The right ureteral 
catheter met an obstruction at 10 cm. and no urine 
or P.S.P. was obtained in over 30 minutes. The left 
side was normal in all respects and a pyelogram re- 
vealed an obvious hypertrophy on the left. There was 
no kidney shadow on the right side. He is living and 
well to date. 


Conclusions 

(1) There is no proof that patients having 
a solitary kidney have a shorter life expec- 
tancy than the average. 

(2) The condition seems to be present 
more frequently in the male than in the 
female. 

(3) The condition seems to affect the 
sides about equally. 

(4) Discovery of renal agenesis usually is 
made on incidental examination. 


(5) Because of frequency of this condi- 
tion, it is imperative that pyelography be done 
prior to any operations on the upper urinary 
tract. We feel justified in calling attention to 
this anomaly because each year we hear of 
nephrectomies on solitary kidneys. 
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Discussion (Abstract) 


Dr. H. Fay H. Jones, Little Rock, Ark. It is a pleas- 
ure to discuss this excellent paper. I would like to 
add two such cases of my own. 

As Dr. Burford has pointed out, recognition of this 
condition is usually the result of incidental exami- 
nation. However, it is my opinion, that with the im- 
provement of diagnostic procedures and with the 
increasing general knowledge of general practitioners 
and diagnosticians of today, it is very probable that 
congenital solitary kidney will be demonstrated and 
reported in increasing numbers as time goes on. More 
and more urological studies are being requested by the 
medical man, who usually sees the patient first. Still 
there is some carelessness of the family doctor in ignor- 
ing findings demonstrated by routine urinalysis. I 
would like to re-emphasize that no surgical attack 
should be attempted on a kidney without determin- 
ing first, at least by intravenous pyelography, whether 
or not there is a normal remaining kidney, or at least 
a remaining kidney. 

It is important to keep in mind that congenital 
abnormalities of the genital organs are often present 
in the absence of one kidney. This is true in my first 
case to be presented. The cases presented by the 
Drs. Burford seem to bear out the fact that uni- 
lateral renal agenesis predisposes these patients to 
hydronephrosis, pyelonephrosis, stone, etc., as these 
conditions are seen much more often in patients with 
congenital solitary kidney than in those where two 
kidneys are present. In the presence of congenital 
anomalies, an enlarged kidney may be the first indi- 
cation of unilateral agenesis. Further proof of the 
existence of one kidney is failure to visualize the kid- 
ney pelvis and ureter on intravenous urography, which 
certainly calls for a more thorough urologic examina- 
tion to confirm the diagnosis by cystoscopic and retro- 
grade studies. Presacral air injection is often bene 
ficial in diagnosis. Aortogram studies may be used in 
selected cases, however, the danger here is consider- 
ably more than presacral air injection. 


The first case I am presenting today is that of a 
25 year old, white man, seen in April, 1935. He gave 
a history of never having had any force to his stream, 
nocturia of from two to three times since he could 
remember, frequent urination, pyuria, residual urine 
of 6 ounces, and in the past four weeks had lost 14 
pounds. Cystoscopic examination revealed a congen- 
ital, stenotic urinary meatus, rather diffuse cystitis, 
and two stones measuring a centimeter in each diam- 
eter present in the bladder. It was difficult to locate 
the right ureteral orifice and the left ureteral orifice, 
or left ureteric ridge, were never visualized. The right 
ureter was catheterized. The kidney function (indigo 
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carmine) was slightly decreased. A congenital type ot 
vesical neck obstruction was noted and many trabecu 
lations were present. Pyelograms revealed dilatation 
of the right ureter and right kidney pelvis with slight 
caliectasis. No suggestions of left renal outlines were 
noted. Meatotomy, litholapaxy, and vesical neck re- 
section were done, followed by relief of symptoms. 
He was observed at intervals until February, 1936, 
after which he failed to return because he was 
asymptomatic. At my request, he was seen on October 
15, 1954. Urinalysis was essentially negative; prostate 
was negative and K.U.B. and I.V. pyelograms revealed 
mild hydroureter and hydronephrosis of the solitary 
kidney. 

The second case is that of Sister M., a 28 year old, 
white nun who was admitted to the hospital on July 
25, 1954, complaining of pain in the left lower quad- 
rant and right lumbosacral region for the past six 
months. The backache was aggravated by movement. 
At times she had mild episodes of dysuria and slight 
hesitancy. 

Urinalysis was negative except for a trace of albu- 
min and an occasional pus cell. Cystourethroscopic 
examination revealed a granular, posterior urethritis 
and a grade one, chronic basal cystitis. The ureteral 
orifices appeared normal. The left catheter passed to 
the renal pelvis without difficulty. The right catheter 
met an obstruction 4 cm. from the orifice, but with 
slight manipulation, the catheter was passed on to 
8 to 10 cm. from the orifice where an impassable ob- 
struction was encountered. K.U.B. film and_ pyelo- 
grams were done. The left kidney pelvis filled well 
but there was no filling on the right side. A second 
attempt to fill the right kidney was unsuccessful. 
Then a French #8 acorn bulb catheter was inserted 
into the right ureteral orifice and dye was injected 
for a ureterogram. This caused so much pain that 
injection was discontinued. Intravenous pyelogram 
revealed no visualization of the right kidney or col- 
lecting structures. The left showed excellent excretion 
without abnormality. There was some weak visualiza- 
tion of the dye in the right upper quadrant on the 
20 minute film, interpreted as visualization of the gall- 
bladder. There was a mild hemisacralization of the 
fifth lumbar vertebra on the right, which probably 
was a contributing factor in the patient’s backache. A 
diagnosis of congenital absence of the right kidney, 
with possible vestigial right ureter, was made. Opera- 
tion was not advised. However, since the patient was 
a Sister in a religious order which did not permit 
contact with the outside world, the Mother Superior 
felt that we must be absolutely sure that no disease 
was overlooked. On August 4, 1954, an exploratory 
operation was done which revealed no evidence of 
kidney tissue in the usual position. Complete explora- 
tion of the flank revealed a small fibrous band of 
tissue, low in the right flank, which was thought to 
be vestigial ureteral tissue. No evidence of kidney 
tissue was discovered. The patient had an uneventful 
postoperative recovery. 


Dr. Jules Kopp, St. Louis, Mo. During the coffee 
break just yesterday, I was asked a question that I was 
very happy to be unable to answer, and that was, if 
36 hours wasn’t a long time to live after a solitary 
kidney had been removed. The gynecologist had cut 
the ureter on one side, immediately turned the patient 
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over, removed the kidney, and 36 hours later the 
patient died. Autopsy revealed the patient’s only kid- 
ney had been removed. 


Dr. A. Keller Doss, Fort Worth, Tex. The failure 
of visualization of the renal artery after production 
of a suitable aortogram, in a patient suspected as 
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having a renal agenesia, by no means confirms the 
diagnosis. On several occasions this has been brought 
rather forcibly to my attention. In previous writings 
the reverse has been held true but, as mentioned, 
recent findings have necessitated a change of opinion. 
I wish to thank Dr. Burford for this excellent paper. 


Cancer of the Thyroid Gland: 
Our Experience with Radioactive 


Iodine’ 


P. E. RUSSO, M.D., and H. H. MATHEWS, M.D.,t Oklahoma City, Okla. 


In selected instances of cancer of the thyroid gland in which the metastases have an affinity for 
iodine, radioactive iodine offers a method of attack. Accumulating experience 
with this isotope indicates that at least in some cases it is effective. 


Cancer of the thyroid gland still presents 
many problems in its clinical detection, mi- 
croscopic diagnosis and treatment. The true 
incidence of this disease is very difficult to 
determine either by clinical or autopsy re- 
ports.! The classification of malignant tumors 
of this organ remain still somewhat unset- 
tled.? The diagnosis of malignancy in certain 
cases may defy its microscopic appearance 
and the true nature of the disease is dis- 
covered years later when distant metastases 
or local recurrences develop. Treatment of 
these malignant tumors of the thyroid gland 
still consists of surgery or radiation therapy 
or a combination of the two. Radioactive 
iodine has given us an additional method of 
delivering large tumor doses of radiation to 
functioning thyroid tissue. Unfortunately, 
only a small percentage of these malignant 
tumors show a selectivity for radioactive io- 
dine.? However, whenever this method of 
treatment is effective the results are very grati- 
fying. 

The purpose of this paper is to review 
13 cases of thyroid malignancies treated with 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

+From the University of Oklahoma School of Medicine, 
Department of Radiology, Oklahoma City, Okla. 


radioiodine. Our results are in general 
agreement with similar reports on this sub- 
ject. 


Clinical Material 


Since the Isotope Clinic at the University 
Hospitals was established in 1949, a group 
of 41 cases of malignant tumors of the thyroid 
gland have been seen and studied. The aver- 
age age was 48, the highest percentage of 
cases occurred after the age of 50, although 
there were two young patients ages four and 
one-half and 10 years. There were 13 male 
and 28 female patients, approximately a 1:2 
ratio (Table 1). In this group, six cases were 


TABLE 1 


CANCER OF THYROID GLAND (41 CASES) 
AGE AND SEX INCIDENCE 


Age Male Female Total 
13 28 

Under 10 2 2 

Under 20 3 4 

Under 30 6 6 

Over 3G and under 70 8 15 23 

Over 70 4 2 6 
13 28 41 


*Age 442—10 years. 
**Age 12, a cretin on thyroid gland therapy since age of one. 
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lost to follow-up, or refused further treat- 
ment, or the patient moved to some distant 
area outside of the state. Thirteen cases in 
this group have been treated with I'*! (Table 
3), and it is primarily these cases we wish to 
bring up for consideration. We have arbitrar- 
ily divided the cases into three groups. 

(1) Those cases in which I'*' uptake by 
the tumor was high producing subjective and 
objective improvement of the patient. In 
these cases favorable control of the disease 
does occur and the results are gratifying. 
There were two cases in this group, or 15 per 
cent. 

(2) Those cases in which I'*! uptake by 
the tumor was very little but the patient 
experienced some temporary improvement. 
However, the course of the disease and out- 
come were not appreciably altered by this 
form of treatment. There were four cases in 
this group, or 30 per cent. 


(3) Those cases in which the tumor 
showed no selectivity in I’! pick-up, and no 


TABLE 2 


CANCER OF THYROID GLAND (41 CASES) 
PATHOLOGIC CLASSIFICATION* 


Differentiated carcinoma 


Follicular type 19 
Papillary type 10 
Undifferentiated carcinoma 
Anaplastic 4 
Squamous cell carcinoma 1 
Hurtle cell carcinoma 3 
Liposarcoma 2 
Solid cell 


One case questionable adenoma 


*Shields Warren and William A. Meissner.* 
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favorable response to this form of treatment 
resulted. There were seven cases in this group, 
or 55 per cent. 


We have attempted to utilize the Warren 
and Meissner? classification as shown in table 
2. Several of our patients who had metastatic 
bone disease were thought to have had benign 
tumors of the thyroid gland by the original 
microscopic sections following thyroidectomy. 
Of course some of these patients were oper- 
ated upon many years ago, and we all know 
that the criteria for the diagnosis of malig- 
nant tumors of the thyroid gland have been 
revised somewhat by pathologists in recent 
years. Considerable significance is attached 
to invasion of blood vessels regardless of how 
benign the microscopic appearance of the 
tumor may be. 


Case Reports 


The two cases in Group | which showed 
the most favorable response to I'*! are pre- 
sented in some detail because of some very 
interesting features. 


Case 1. Mrs. R. K. was a 70 year old, white 
woman. She had had a thyroidectomy done else- 
where, in 1933, at the age of 50. The microscopic 
diagnosis was anaplastic adenocarcinoma which was 
confirmed by a recent biopsy. For the past 20 years 
there had been a slow recurrence of this tumor 
locally and in the tissues of the neck with repeated 
attempts at surgical removal. In 1952, a tracheotomy 
became necessary because of tracheal stenosis due to 
encroachment by the tumor. 

She was seen in our Isotope Clinic in January, 
1953, complaining of difficulty in swallowing and a 
weight loss of about 15 pounds. A tumor mass 8 
by 6 cm. in size was present over each lobe of the 
thyroid gland; these masses were hard, firm and 


TABLE 3 
CASES TREATED WITH I™ (13 CASES) 
ps. 
Age, Sex Microscopic Sur- Percent — 1% 

Name Race Duration Diagnosis gery X-ray Uptake Therapy Status After Initial Surgery 
C.H.S. 63 M.W. 6mos. Undifferentiated ca. 1953 Yes 16 60 mc. Alive 1 year with extensive disease 
E. M. 41 F.W. 1 yr. Follicular ca. 1949 Yes 1 65 mc. Dead (4 years) 

*3. G. 4% F.W 4 yr. Undifferentiated ca. 1949 Yes 10 =215 me. Alive 5 years, with disease 

"3.6, 18 F.W. 5 yr. Papillary adenoca. 1951 Yes 2 350 mc. Alive 4 years, well, pregnant 
E.H.T. 64 F.W. 12. yr. Adenoca. 1944 1 60 mc. Dead (10 vears’ 

B. H. 53 F.W. Papillary adenoca. 1949 Yes 2 45 mc. Dead (242 years’ 
M.C. 57 F.W. 4 yr. Adenoca. 1949 6 100 mc. Dead (44% vears 
M.H. 61 F.W. 344 yr. Solid-ca. 1951 28 130 mc. Dead (1 year) 

C. S. 51 M.W. 10 yr. Ca. simplex 1951 Yes 5 100 mc. Dead (1% vears* 

*R.K. 70 F.W. 20. yr. Adenoca. 1933 50 135 me. Alive with disease 21 years 
3.¢. 52 F.W. 26 «yr. Adenoca. 1928 No 5 160 mc. Alive with disease 26 years 
C. E. 7 M.W, 7 yr. Follicular adenoca. 1943-1950 No 32.5 242 mc. Alive with disease 11 years 
mB. S. 35 F.W. 8 yr. Papillary adenoca. 1952 No 6.8 126 me. Alive with disease 2 vears 

*See case reports. 
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fixed to the underlying structures. Tracer studies 
revealed a 50 per cent uptake of 1131 over the 
thyroid area. Subsequently 15 mec. of [131 were 
given at 2 to 3 week intervals for a period of 5 
months, at which time a total dose of 135 me. had 
been administered. Swallowing gradually improved, 
there was a gain of 20 pounds in weight, and the 
tumors in the neck had regressed about 60 per cent in 
a 3 month period. The patient later moved to an- 
other part of the country, and when last heard from 
was doing very well. However she has not continued 
further therapy with [1381, 


Case 2. J. S.. was an 18 year old, white woman. 
She had had a subtotal thyroidectomy with bilateral 
lymph node neck dissection, in 1951. This was fol- 
lowed by postoperative radiation therapy to the 
neck. Over a period of 30 days, 2000r was given to 
each field, 10 by 15 cm., on either side of the neck 
with factors 250 K.V. 50 cm. distance and Thoreaus 
filter. The microscopic report given was papillary 
adenocarcinoma with metastases to lymph _ nodes. 
Chest film revealed multiple small nodules 3 to 6 
mm. in size scattered throughout both lungs, but 
most numerous at the bases. 

Tracer studies with 1131 after surgery and radiation 
therapy revealed only 2 per cent uptake over the 
thyroid gland. However, it was noted that there was 
some uptake over both lung fields. Radioautographs 
in this case showed 1131 uptake by the tumor. Over 
a period of 3 years a total of 350 me. of [131 
have been given. At no time has the patient shown 
any serious changes in her blood picture. Menses 
have remained unaltered. The patient has been 
working during this entire period. Last year she was 
married and the patient is now pregnant. There 
has been no progress of the pulmonary disease since 
treatment with 1131 was started. This patient will 
be reported in greater detail by her surgeon, Dr. R. 
Howard, in a later report. 


A case in category 2 is presented because 
it was a rather unusual experience for us. 
Although there was some favorable response 
in this patient, we doubt that the course of 
the disease has been appreciably altered by 
I'51 therapy. 


Case 3. J. G., was a four and a half year old, 
white girl. A thyroidectomy had been done elsewhere 
in 1949, when she was only three years old. The 
microscopic report was that of undifferentiated car- 
cinoma. Later a bilateral neck dissection was done 
only for local recurrences to develop and later distant 
metastases. Radiation therapy to the neck had been 
given with only partial regression of the tumor 
metastases. 


In June, 1951, she was referred to our Isotope 
Clinic for consideration of 1131 therapy. At this 
time the child was too weak to stand up and was 
breathing through a tracheotomy opening. Subcu- 
taneous and pulmonary metastases were demonstrated. 
Tracer studies with 1131 showed an uptake of 10 
per cent over the thyroid gland. Efforts to increase 
the amount of 1131 uptake by use of thyroid stimu- 
lating hormone were unsuccessful. It was decided to 
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give this patient 5 mc, of 1131 at 2 week intervals 
to see if any benefit would result from this form 
of treatment. Much to our surprise, after several 
doses of 5 mc. the patient gained four pounds in 
weight and was now able to stand up and walk 
around. 


Thus, encouraged by these results a total of 215 
mc. were given over a period of 20 months. In 
February of 1954, the patient transferred to an 
Isotope Clinic located in her home town. On a 
recent report we have been informed that the patient 
is still alive 5 years after her original operation, 
but with extensive disease. We seriously doubt that 
the progress of the disease has been appreciably al- 
tered in this case by this form of treatment. 

It was noted, however, that the cases in 
group 2 had a tendency to develop anemia 
and leukopenia that was much greater than in 
the cases listed in group 1. This tendency 
was even greater in the cases in group 3. In 
this group five of the seven cases have died and 
the two remaining cases, although still living, 
have extensive recurrences, and distant 


metastases. 


Although a high percentage of cases of car- 
cinoma of the thyroid gland will survive for 
many years, 3 of these 13 cases lived less 
than 18 months. In contrast to this is a case 
of a 52 F. W. who had a thyroidectomy 
done 26 years previously. In 1953, a destruc- 
tive lesion of a rib was resected and a micro- 
scopic report adenocarcinoma of the thyroid 
gland was reported. This patient has a local- 
ized osteolytic lesion of the right ilium and 
has been receiving 200 mc. of I'*! for the 
past year. The patient was asymptomatic 
when seen in our clinic and has remained 
so since that time. It is quite evident that 
the course of this disease is unpredictable 
and is quite variable from case to case. 


Discussion and Conclusions 


Of the 13 patients in this series who re- 
ceived therapeutic doses of radioiodine, most 
of whom had had previous surgical and ra- 
diation therapy, six patients are dead and 
three of them did not survive over 18 months. 
‘The seven patients who are still alive, have 
evidence of existing disease, except for case 2 
as reported here. In this latter group, are 
patients who have survived as long as 26 and 
21 years respectively with existing disease. 
There are two other cases in which the orig- 
inal miscroscopic report was of benign disease 
and several years later proven bone metastases 
developed. The only patient free of disease is 
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a four year survival who has recently given 
birth to a normal child (Case 2). In our series 
of 41 cases is included a 10 year old girl who 
had an adenoma of the thyroid gland removed 
five years ago. It has been reported as a 
benign adenoma by some pathologists and 
malignant adenoma by others. Because of this 
discrepancy in the microscopic reports, 
neither external radiation nor radioiodine 
were administered to this patient who is free 
of disease at this time. 


After this opportunity of examining and 
following this number of cases of malignant 
tumors of the thyroid, we have been im- 
pressed with certain features of the disease. 
The difficulty of making a clinical diagnosis 
in many cases becomes apparent. In a certain 
percentage of cases the microscopic picture of 
malignancy is not too clear and we would 
wholeheartedly agree with Crile and Hazard 
that the morphology and clinical behavior 
of the tumor should both be evaluated for 
a correct diagnosis.* Surgery with, or without 
external radiation still remains the treatment 
of choice in the great majority of thyroid 
carcinomas. A small percentage of these 
tumors, probably about 15 per cent, will have 
an avidity for radioiodine and then this form 
of treatment gives excellent results. In pa- 
tients in whom neither further surgery, nor 
external radiation is neither feasible nor ad- 
visable, radioiodine should be tried for pal- 
liative purposes. 

Though our knowledge of the thyroid 
gland has been greatly augmented since 
Theodore Kocher was awarded the Nobel 
Prize in Medicine in 1909 for his work on 
the physiology, pathology and surgery of the 
thyroid gland, considerable additional new 
knowledge will be necessary before we can 
more adequately cope with the various dis- 
eases of the thyroid gland and its malignant 
tumors.* 
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Discussion (Abstract) 


Dr. Robert Paine, St. Louis, Mo. Dr. Russo has 
covered this subject quite thoroughly. I believe there 
are only two points I might emphasize, or enlarge 
upon. 

One is the statement that only a certain portion 
of these tumors are responsive to radioiodine. That 
is certainly quite true. It seems that those tumors 
which form colloid or molecules are those which 
are apt to take up the radioisotope. Those are the 
ones which in their native state respond to radio- 
iodine administration. They, in the hands of many 
workers, have numbered about 15 per cent. To im- 
prove upon this, a few procedures may be used to 
encourage and to stimulate the uptake of the radio- 
iodine. 

Since the carcinomatous thyroid gland acts in com- 
petition, so to speak, with the metastases, it may 
dominate and prevent any iodine uptake by the 
metastases. Therefore, surgical removal of the thyroid 
gland may be followed shortly by marked increase 
in the iodine uptake by the metastatic lesions. 

Similar increase in the uptake of the metastases 
may follow eradication of the carcinomatous gland 
by small doses of radioiodine. 


Finally, Tapazole given in a dose of a gram or 
a gram and a half a day for a period of months 
to years may result in stimulation of the uptake 
of metastatic lesions. Most recently and perhaps the 
least tried is the use of thyroid stimulating hormones 
which may in some individuals produce a satisfactory 
iodine uptake. 


In one of the series which has been reported, of 
52 cases which were resistant, or did not pick up 
the iodine in the metastatic lesions, 25 developed an 
avidity for radioiodine and responded in some degree 
or other to its administration, after one or another 
of these procedures. 

These are the only comments I can add to Dr. 
Russo’s excellent paper. I would congratulate his 
results in some of the cases. Certainly it is much too 
early to talk in terms of cure. The first case, I be- 
lieve, was treated some 12 years ago with radioiodine. 
As he has pointed out, some cases of pulmonary 
metastases show almost complete clearing of the pul- 
monary lesions and apparently do well over a num- 
ber of years after this type of treatment. 
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Unstable Fractures of Tibia* 
WILLIAM H. AINSWORTH, M.D.,+ Galveston, Tex. 


The varied opinions regarding the management of fractures of the tibia surely 
indicates that the final answer to the problem is still in the future. 


Fractures of the tibia and fibula involving 
the middle and lower third of their shaft 
present problems both in the immediate care 
and in the morbidity associated with the 
long convalescence and end results. The fac- 
tors which contribute to this are varied and 
often multiple; a more thorough evaluation 
of these may clarify their treatment. 


Mechanics of the Fracture 


The mechanisms of these fractures in the 
majority of cases are two. First, direct trauma 
which produces more often transverse frac- 
ture lines with possible comminution and 
the possibility of a large triangular, or “‘but- 
terfly” type fragment. The second mechanism 
is a torsion force from the rotation of the 
trunk with the foot fixed or vice versa. This 
torsion is more likely to produce a smooth 
spiral or oblique fracture of the tibia with 
a fracture of the fibula at a higher level. 
The younger the patient, the more oblique 
the tibial fracture is likely to be. There is 
also a lessened tendency to fracture the fibula 
in this age group. 

The anatomy of the lower leg tends to 
add the complication of more extensive soft 
tissue damage than in the fracture of many 
of the other long bones. One of these com- 
plications in tibial fractures is the large num- 
ber which are open or compound because 
of the superficial position of the bone and 
the likelihood of penetration from within 
outward. There is also a rather marked 
periosteal stripping and tearing which in- 
creases the likelihood of loss of circulation 
of the fragments with delayed healing. In- 
jury to the nerves and larger vessels are seem- 
ingly no more common here than in other 
fractures of long bones. The triangular shape 
of the tibia and the inequality of forces about 
the fractures site are a frequent cause of 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

+From the Department of Orthopedic Surgery, University 
of Texas Medical Branch, Galveston, Tex. 


the loss of continuity following reduction. 
The muscular forces which are present in 
all cases and which, when controlled, can 
aid in the healing process, can also, when 
uncontrolled, be a large factor in delayed 
or nonunion because of their shearing force. 
All oblique or spiral types of fractures will 
almost surely produce this abnormal force 
unless they are controlled adequately. 


Factors in Healing 


Many of the tibial fractures in the older 
age groups are further complicated by poor 
vascularity in both the arterial supply and 
the venous return which produce boggy 
edema for many months and a delay in bony 
union. It has also been noted by many au- 
thors that correct alignment is most impor- 
tant in these cases, if the local discomfort 
is to be reduced and also if the function of 
ankle and knee joint are to remain adequate 
without subsequent arthritic change. 


In the normal healing process of all frac- 
tures, it is likely that the fracture hematoma 
and early cellular changes are a result of 
chemical factors as well as the normal growth 
of the cellular element from the periosteum 
and endosteum. The change of the cellular 
make-up from fibrous to osseous tissue as 
healing progresses, and the final conformity 
to adult bone tissue are also influenced by 
the mechanical environment as well as the 
chemical. It is in this stage that we first 
become aware of the possibility of nonunion. 
These mechanical forces can convert a nor- 
mal healing process into one of continued 
fibrosis with hyaline degeneration, subse- 
quent mucinous change, and finally pseudo- 
arthrosis. Further uncontrolled motion adds 
bony sclerosis and this actually prevents fur- 
ther bone healing. 


Treatment 


With these factors in mind, the care of 
the patient forces a choice of one from several 
methods of treatment available. The dura- 
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tion of time between fracture and definitive 
care is important in all cases. Those frac- 
tures which are open should, of course, be 
treated as surgical emergencies. A thorough 
cleansing and debridement should be done 
with extension of the wound down through 
the deep fascia, and adequate exploration 
of the depth of the wound should be carried 
out. Any delay in the cleansing will predis- 
pose markedly to an infected wound and 
should be avoided. 

The actual handling of the fragments 
should be done carefully and further trauma 
kept at a minimum. Further stripping of the 
periosteum, detachment of soft tissues from 
the fragments, and too active retraction of 
the soft tissues are known factors in reducing 
viability and increasing the amount of bone 
which must be absorbed before union can 
take place. The use of antibiotics and other 
drugs is no substitute for adequate early care 
of the open wound. In both the open and 
closed fractures, the early care should include 
both a restoration of continuity as soon as 
possible and the maintenance of such posi- 
tion by the method of one’s choice. 


In the more nearly transverse fractures, 
or in those oblique ones with irregularities, 
a reduction may be accomplished rather 
easily. If the fragments are fairly stable, the 
use of long leg cast or posterior splint will 
suffice, but they must be watched closely for 
loss of reduction by muscular activity as the 
edema subsides and atrophy of the muscle 
groups begins. The patient must be warned 
that early ambulation with the weight of the 
cast on the dependent foot may be just enough 
to disengage the fragments and reduce com- 
pression forces. 

Should the fracture be unstable, the choice 
becomes narrowed to the use of either con- 
tinuous skeletal traction in a suitable splint 
or the use of some type of fixation. The use 
of traction, which obviously reduces further 
surgical trauma, may be the method of choice 
particularly in those fractures which are 
grossly contaminated and would not be suit- 
able for fixation, or in those fractures in 
which comminution itself would make fixa- 
tion impossible. However, it should be noted 
that the care of these injuries in traction is 
not an easy chore, and their daily handling 
by both the physician in charge and the 
nursing staff requires more than the average 
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training. It is in this group that delayed 
union, malunion, and nonunion play a large 
part. 

In many of these unstable fractures the 
primary choice is some means of internal 
fixation to maintain the reduction and, here 
again, multiple choices present themselves. 
The use of multiple transfixation pins in- 
cluded in a circular plaster cast, along with 
external fixation, is difficult to carry out and 
would seem to me to defeat the contact and 
compression necessary to promote the physio- 
logic stimulus for bone healing. By the same 
token, the use of multiple screws across the 
fracture site with the idea of total immobility 
of the fragments would likewise eliminate 
the compression forces necessary for healing 
as was clearly shown by the work of Dr. 
Eggers. These screws if correctly placed at 
a right angle to the fracture line have worked 
fairly well in a large number of cases, but 
a review of bone healing would indicate there 
may be better ways of accomplishing this. 

The recent work of Urist clearly shows the 
effects of pressure about these screws, and 
also that in healing there is a definite at- 
tempt to convert these spiral unstable frac- 
tures into ones more nearly transverse. The 
screws, as they become loosened, may also 
become a distracting force with a resultant 
loss of continuity. 

The Lane plate and others like it likewise 
reduce compression forces and may predispose 
to delay in healing. 

Any device that simply controls the mo- 
tion, including the torsional forces, and con- 
verts them to normal compression forces 
should be the method of choice. The Eggers’ 
splint has been used most extensively in our 
series and would seem to lend itself to the 
precepts of contact, continuity and compres- 
sion, as well as ease of application. It is upon 
this device that the series of cases to be pre- 
sented is centered. The use of an _ intra- 
medullary device would meet the same re- 
quirements as the Eggers’ splint but would 
not control torsion quite as well and the 
technical application is somewhat more dif- 
ficult. 

In double or segmental fractures of the 
tibia, the use of more than one Eggers’ splint 
has been carried out without any difficulty. 
Further, the fractures which occur near the 
distal end with a relatively short distal frag- 
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ment may be readily handled with an Eggers’ 
splint rather than an intramedullary pin. 

The use of bone grafts in unstable tibial 
fractures is controversial in that the active 
function of the graft itself is misunderstood. 
There may be an occasional indication for 
the use of fresh autogenous grafts in recent 
fractures of the tibia; most certainly there 
is good reason to use this means of additional 
healing if the fracture is more than 30 days 
old before surgical care is instituted. These 
grafts are rarely the source of osteoblastic 
cells, but rather serve as an active influence 
on the chemistry of the hematoma and the 
basic structure for re-invasion of neighboring 
cells. The graft itself is definitely a poor 
substitute to fill gaps and restore continuity; 
a shortening of the tibia with osteotomy of 
the fibula is a more secure method. 


Perhaps it should be emphasized that a 
careful closure of all wounds in the area of 
the lower leg should be done. It is a known 
fact that exposed bone, tendon, or other soft 
tissue does not survive long. The use of skin 
grafts or flaps is definitely indicated in all 
cases where there is a loss of skin, or there 
are large skin flaps that obviously have lost 
their viability. 

The convalescent care of all tibial fractures 
whether treated by closed or open methods 
is of importance. It has been found that there 
is little radiographic evidence of union before 
six weeks, and the clinical course would bear 
this out. It would seem ill-advised to attempt 
early weight bearing in any of these unstable 
fractures irrespective of the method of treat- 
ment before there is evidence of good early 
bony union. The metallic devices in use will 
not suffice for bony union as regards active 
weight bearing. They are rather a means of 
controlling motion and allowing earlier ac- 
tivity in the neighboring joints. It should 
not be felt that any of the open treatments 
with internal fixation will hasten the bony 
healing, but rather that they offer a chance 
to reduce the morbidity and permit more 
freedom in the follow-up care. The possibility 
of delaying union by applying internal fixa- 
tion and the chance of introducing infection 
in a clean wound are ever present. 


Results 


In reviewing the fractures treated by open 
methods since late in 1946, it was found that 
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of 319 fractures concerned there was a total 
of 118 tibial fractures. These included all 
fractures of the tibial shaft irrespective of the 
duration of time between injury and the 
time of original observation in the clinic. 
In this group, there were fresh fractures, non- 
unions, delayed unions, those with infection 
and those without. The cases are consecutive 
and were not selected for any particular rea- 
son. Of the total of 118 cases, there were six 
which resulted in nonunion of which three 
were subsequently treated by a second surgi- 
cal procedure with bone grafting and followed 
by union. Two of the 118 were treated later 
by amputation because of loss of vascularity 
before bony union occurred, and perhaps 
should not be included in the nonunion 
group. One patient left the hospital on the 
fifth postoperative day having a_ posterior 
splint, and could not be located at a later 
date. 

There were no deaths in this group of 
patients having tibial fractures. The age 
range of the patients was 19 to 68 with an 
average age of 43 years. 

In the 118 cases, infection of the wound 
was present in three prior to admission to 
the clinic. There was only one postoperative 
infection in a surgical case otherwise con- 
sidered clean at the time of surgery. This low 
figure is an indication of the care and dili- 
gence of the preoperative preparation which 
included at least 10 minutes of scrubbing 
with soap and water, and perhaps it can be 
attributed to the attention given to draping 
of the patient and the handling of the in- 
struments used. It should also be noted that 
all cases had preoperative doses of antibiotics 
along with the usual postoperative doses for 
72 hours. 

The average time of care for all cases, in- 
cluding those that were subsequently re- 
operated upon for nonunion, was 13.6 months. 
This indicates the seriousness of the economic 
aspects of tibial fractures. 


Summary 


In summary, it would appear that many 
more of these unstable fractures of the tibia 
are presently being treated by open methods, 
and that the previous acceptance of a mod- 
erate degree of malunion with later com- 
plications is no longer considered tenable. 
The delayed unions and the nonunions are 
amenable to a surgical approach and sacri- 
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fice of bone length to establish contact will 
greatly shorten the healing time over pro- 
longed immobilization. One of the major 
hazards to healing is the presence of infection 
and every care should be exercised to prevent 
this. With the use of more frequent internal 
fixation in these cases, the choice of the 
device should more nearly coincide with basic 
physiologic considerations of the healing of 
the long bones. Again it should be empha- 
sized that none of the means of internal fixa- 
tion will shorten the healing time but will 
merely facilitate the handling of a difficult 
problem. 


Discussion (Abstract) 


Dr. Don H. O'Donoghue, Oklahoma City, Okla. 
I have listened to Dr. Ainsworth’s paper with a 
good deal of interest, and although I have had in- 
adequate time to study carefully all of his points, 
it seems to me that we are in basic agreement on 
most of the problems which he presented. 

We have not adopted the Egger splint whole- 
heartedly since it would seem to us that if the screws 
are fastened down tight enough to give adequate 
internal fixation, they do not present the advantage 
of impaction, and if on the other hand, they are 
left loose enough to permit impaction, the fixation 
is something less than we desire. Possibly it is a 
question of technic since I am familiar with Dr. 
Egger’s case reports and I realize that he himself 
gets very beautiful results with his contact compres- 
sion splint. 

Fractures of the tibia, particularly in the middle 
two thirds of the bone, and particularly those that 
are comminuted, present a very much more major 
problem than is ordinarily recognized by the lay 
public. Most people believe that if they break their 
leg, in something between 2 and 4 months it 
should be healed and they should be back at work. 
This is quite obviously not the case, as can be seen 
by the figures given by Dr. Ainsworth. I know of 
no place in the body where union is any slower than 
it is in the tibia with the possible exception of the 
femoral neck, and even here, I think the hard 
cortical bone at the junction of the lower and middle 
third of the tibia has poorer vascularity than the 
femoral neck. It is well recognized that fracture of 
the femoral neck will take 6 to 12 months to heal 
and that the head has to be very carefully watched for 
aseptic necrosis, the fracture for evidence of slow 
or delayed union. Weight bearing is permitted only 
after very careful evaluation of all these circum- 
stances. In fracture of the central portion of the 
shaft of the tibia, particularly those fractures which 
are “unstable,” due to comminution or obliquity, 
we are all too prone to follow it along for a few 
months, get tired of changing the cast, and say 
“Well, we will try a little weight bearing and see if 
that does not stimulate union.” Obviously, weight 
bearing does not stimulate union in the oblique 
or comminuted fracture unless all stress forces are 
thoroughly relieved before the weight bearing is 
applied. 
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This delayed union, of course, is due to a combi- 
nation of circumstances, as has ably been pointed 
out by Dr. Ainsworth. The type of bone, poor circula- 
tion, poor coverage of skin flap, each contributes 
its share. A brief look at the history of the treatment 
of this type of fracture will indicate that methods 
have been considered unsatisfactory by our colleagues 
in the past, as well as those in the present. At the 
time I first became interested in orthopedic surgery 
some 25 years ago, we were permitted no open work 
on the bone, particularly on the tibia, because of 
the disastrous chain of circumstances following the 
wide usage of the Lane plate in the mid-twenties. 
Plates were poor and of reactive metal. Care- 
less technic was applied, with notoriously poor re- 
sults. In fact, for a good portion of the first several 
months of my residency, I collected a box full of 
old metal, ivory, and beef bone plates which had 
been removed from open fractures. So we went 
through an era when open reduction was anathema. 
The tibial fractures were held by a cast or by mov- 
able traction with a Steinmann pin through the heel; 
poor positions resulted from the casts, non-unions 
resulted from the traction. The next stage was the 
stage of multiple pins. Even prior to the time of 
the popularity of the Stader splint, multiple pins 
were popular in the tibia, fixation being incorporated 
into a plaster cast. This required extremely careful 
technic and all too often the cast had to be removed 
before the fracture was stable and, thus, the fixation 
was largely lost. The Stader splint and its related 
external skeletal splints had tremendous popularity 
but has been deservedly almost abandoned because 
of the severe complications resulting from its use. 
Following this, with the advent of antibiotics, more 
careful skin preparation, improvement in metals so 
that non-reactive metals were available, it became 
quite popular to use metal plates, and in many 
instances very outstandingly good results have ensued. 
However, none of these measures has notably dimin- 
ished the time required for union of this very 
difficult fracture. Plates, transfixion screws, and now 
the intramedullary pin show the shifting technics 
used in an effort to improve union in this type of 
condition. My own preference at this time is for a 
rigid fixation by vitallium or stainless steel plates 
after very meticulous reduction and very great atten- 
tion to avoid distraction. I cannot believe there is 
enough absorption of this hard, cortical bone to per- 
mit distraction if it is not built into the fracture 
at the time the fixation is applied. I must disagree 
with Dr. Ainsworth as to the utilization of graft. 
I think that whenever it is necessary to operate on 
a fractured tibia in a clean case, you can greatly 
expedite union by going a little higher in the bone 
and removing an osteoperiosteal graft, or possibly 
even to the upper end of the tibia, removing some 
cancellous bone and packing it around the fracture 
site. I think this is very much preferable to waiting 
several months until nonunion or slow union appears 
and then having to go ahead with a bone graft. 
In addition, it is much less favorable for union then 
than at the time of the primary injury. 


I have enjoyed Dr. Ainsworth’s paper very much 
and think it is a very timely one, calling our atten- 
tion again to a very major problem. 
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Diagnosis of Small Bowel Lesions" 


SAM A. OVERSTREET, M.D., and SAMUEL M. SMITH, JR., M.D., 


Louisville, Ky. 


The diagnosis of lesions of the small bowel remains always as a challenge to the 
clinician because of the inherent difficulties of adequate study of this area. 


Exciupinc duodenal ulcers and diverticula, 
lesions of the small bowel of clinical signifi- 
cance, but not necessarily in the order of 
their occurrence, are: (a) Meckel’s and other 
diverticula; (b) ulcers; (c) tumors; (d) tuber- 
culosis; and (e) regional enteritis. 

Accurate diagnosis of any of these diseases 
requires more than common ingenuity and 
resourcefulness and can usually not be com- 
pleted without help from the roentgenologist 
and often the surgeon as well. Nothing, more- 
over, gives the internist greater satisfaction 
than the acumen necessary to establish a cor- 
rect diagnosis of lesions in this particular por- 
tion of the bowel. 


Diagnostic Approach 


Peptic ulcer, gallbladder disease, appendi- 
citis, ulcerative colitis, malignancy of the 
stomach or colon all present fairly characteris- 
tic clinical pictures. Likewise, disease affect- 
ing the small bowel presents certain common 
characteristics with rather significant varia- 
tions in the several different lesions under dis- 
cussion. Midabdominal pain, described often 
as periumbilical and associated with mild 
nausea, is very common. Vomiting occurs less 
frequently unless actual obstruction is present. 
Bleeding from the bowel, always melena, us- 
ually in small or moderate amounts is a fre- 
quent presenting symptom. Evidence of in- 
testinal obstruction is likely to occur at some 
period, usually in the later stage, of any of 
these diseases. Almost any small bowel lesion 
will at some period cause diarrhea though not 
severe nor persistent. It may be said, there- 
fore, that midabdominal pain, mild nausea, 
with or without vomiting, anemia from ob- 
vious melena, or occult bleeding, intermittent 
obstruction and mild recurrent diarrhea are 


*Read before the Section on Gastroenterology, Southern Med- 
ical Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


symptoms more significant than any others in 
small bowel disease. 

Physical signs may be few and unobtrusive 
although none the less significant. Moderate 
abdominal distension with air will result from 
any partially obstructive lesion. This disten- 
sion may be localized and, especially in thin 
abdomens, a pattern of distended intestinal 
loops may be observed. Tenderness with 
some muscle guarding over the lesion may be 
expected. If the lesion is in the jejunum, this 
will be in the left upper abdomen, in the 
ileum, in the right lower portion. Careful 
palpation or pressure may reveal a small, often 
movable, tender mass. Increase in peristalsis 
may be detected by auscultation or heard with 
the unaided ear. Pelvic or rectal examina- 
tions are helpful only by their negative re- 
sults. 


Laboratory tests other than x-ray examina- 
tions seldom yield specific results. Uri- 
nalysis is not expected to be significant. The 
blood count may show an unexpected degree 
of anemia where blood loss has been slow and 
not obvious. Since these processes are sel- 
dom acutely inflammatory, leukocytosis is 
inconstant. Lymphocytosis may suggest lym- 
phosarcoma. No variation from normal in 
blood chemical findings are expected except 
in intestinal obstruction and by that time 
obstruction should be obvious clinically. Stool 
examination may show persistently occult 
blood, intestinal parasites or variations in fat 
content, indicative of chronic blood loss or 
other specific disease process. In long stand- 
ing, partially obstructive processes, variation 
in serum protein and alubumin-globulin ratio 
may be found. 


X-ray examination is, of course, the princi- 
pal diagnostic help in all gastrointestinal dis- 
ease. Its adaptation to the study of the small 
bowel has done more than anything else to 
make preoperative differentiation possible. A 


5 945 
i - 
a- 
eS 
at 
is 
1e 
ry 
rk 
e- 
e- 
al 
of 
id 
it 
V- 
1; 
1s 
of 
1s 
d 
i] 
d 
n 
d 
ly 
ly 
1. 
1- 
cs 
of 
a 
is 
e 
n 
e 
e 
€ 
g 
rs 
t. 
n 
h 


946 SOUTHERN MEDICAL JOURNAL 


simple plain film of the abdomen may show 
an intestinal pattern outlined with gas indic- 
ative of obstruction, a soft tissue tumor mass, 
gallstone in the usual position or obstructing 
the bowel, kidney stone or other calcified 
mass of importance, sclerotic changes that may 
be significant. The chief value of x-ray study 
of the small bowel, however, is accomplished 
by serial films taken at thirty minute to one 
hour intervals which may show significant 
changes in the contour of the bowel and in 
the progress of the barium from stomach to 
cecum. Two helpful refinements of this 
method have been, (a) the ingestion of small 
amounts of barium, or (b) the deposition of 
a small quantity of barium in the duodenum 
so that its progress through the small bowel 
may be more clearly followed. This avoids a 
large quantity in the stomach or loops of 
bowel obscuring the head of the column or 
producing confusing patterns. Better still, 
sometimes, is the use of the Miller-Abbott or 
other intestinal tubing with deposition of 
barium as near as possible to the suspected 
lesion. 

Intestinal intubation serves another inde- 
pendent purpose for small bowel study in de- 
flating the bowel above a point of obstruc- 
tion, obtaining intestinal content for study, 
and by estimating the position of the end of 
the tube, thereby more nearly localizing the 
lesion. 


Diverticula 


Diverticula other than Meckel’s occur rarely 
in the mesenteric small bowel, perhaps a little 
more often in the jejunum than the ileum. 
They may, of course, give rise to symptoms 
and, if large enough, require surgical removal. 
If clinically important, they are often detected 
by x-ray study of the small bowel. In an un- 
published article on “Complications of Di- 
verticulosis of the Jejunum” Drs. Hagan, Ha- 
gan and Cope of Louisville have made a 
thorough review of literature and have re- 
ported two instances observed during the past 
year in which perforation of a jejunal divertic- 
ulum constituted acute surgical emergencies. 

Meckel’s diverticulum, on the other hand, 
is a lesion of relatively frequent occurrence 
and is often of considerable importance clin- 
ically. A review indicated its discovery at op- 
eration 14 times at the Kentucky Baptist Hos- 
pital in the 2 years 1952 to 1953. True, it 
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was an incidental finding in most instances 
but three times was clinically significant. Ob- 
struction from intussusception resulted once, 
the diverticulum was strangulated in a hernial 
sac once and acute inflammation resulted in 
obstruction of a loop of bowel in one case. 
Of these 14 cases, there was one in a child five 
years old, the others were in adults. While 
the lesion is encountered more frequently in 
children it is by no means rare in adult life. 
It is manifested more frequently by the pas- 
sage of blood from the bowel but it may ini- 
tiate intussusception, be the cause of obstruc- 
tion and be the site of acute inflammation 
simulating acute appendicitis. Heterotrophic 
gastric mucosa in a Meckel’s diverticulum may 
ulcerate similarly to a peptic ulcer in the 
stomach and usually produces tarry stools, as- 
sociated with recurrent attacks of severe 
periumbilical pain radiating through to the 
back. Fibrous bands from the diverticulum 
to the umbilicus or mesentery may result in 
volvulus or internal herniation resulting in 
obstruction.t The diagnosis is usually sus- 
pected from clinical signs resulting from these 
events. Radiologic study is notoriously of 
little help. Golden states that he has never 
succeeded in demonstrating the lesion by x-ray 
even in cases known to have a Meckel’s from 
previous surgery. Surgical exploration is us- 
ually required to firmly establish the diag- 
nosis. We must come to regard bleeding from 
the bowel, not otherwise explained, as an indi- 
cation for surgical exploration. 


Simple Ulcer 


Primary simple ulcer of the duodenum be- 
yond the first portion is relatively rare but 
more frequent than in the jejunum or ileum. 
Its clinical picture is similar to ulcer in the 
first segment of the duodenum and careful 
x-ray study should establish the diagnosis. Ul 
cers occurring in the jejunum and ileum are 
rare but not to be disregarded in the presence 
of, (a) unexplained melena, (b) recurrence of 
a peptic ulcer syndrome without demonstrable 
peptic ulcer, and (c) recurrent attacks of un- 
explained partial intestinal obstruction. Symp- 
toms simulate those of duodenal ulcer but 
with less clearly defined rhythmic occurrence 
or food relief of pain. The pain is described 
in the low epigastrium, about or below the 
navel, or in the right lower abdomen when 
the lower ileum is the site of the ulcer, and 
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tenderness is more likely to be found in these 
areas. Perforation of the ulcer or partial in- 
testinal obstruction from narrowing of the 
lumen are complicating events often leading 
to operation and correct diagnosis. Suspicion 
of jejunal or ileal ulcer and careful small 
bowel x-ray study should, however, lead to a 
diagnosis early and before these serious com- 
plications occur.* 


Tumors 


‘The subject of tumors of the small bowel 
has received wide attention during the past 
decade, many excellent reports having ap- 
peared in American and British literature. 
Various estimates indicate that they comprise 
from 3 to 9 per cent of tumors found in the 
intestinal tract. Bockus states that the most 
common location of malignant tumors of the 
small bowel is the second portion of the duo- 
denum. However, in a study of 36 benign 
and malignant tumors, Rouse and Reynolds" 
found 23 in the ileum. The pathologic type 
of the tumor and whether it is benign or ma- 
lignant are not of great importance to this 
discussion. The usual presenting symptoms 
are bleeding and obstruction in any case. 
Bleeding is usually mild or moderate, and 
anemia may develop so slowly as to be un- 
recognized. Passage of small amounts of blood 
or the detection of occult blood in the stool 
is more frequent than massive exsanguinating 
hemorrhage. Evidences of obstruction are 
more often partial and intermittent than 
otherwise. Most tumors are intraluminary 
and may cause repeated intussusceptions which 
tend to resolve spontaneously. Physical ex- 
amination and x-ray study are, therefore, best 
done at the time of an acute episode of pain. 
Palpation of a mass, localized bowel disten- 
sion, or tenderness may easily be detected then 
but with great difficulty or not at all in the 
interim between attacks. The chief reliance 
for diagnosis of tumor of the small bowel is to 
suspect it, to carry out a careful serial x-ray 
study, with intubation if necessary, and to 
convince a good surgeon that abdominal ex- 
ploration should be done early in case of per- 
sistent unexplained bleeding or evidence of 
obstruction. 


Tuberculosis 


Two forms of tuberculous involvement in 
the abdomen should be considered here,— 
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tuberculous peritonitis and intraluminary tu- 
berculous lesions. Differentiation of these 
two manifestations of tuberculosis is often dif- 
ficult. Peritonitis is more likely to give ir- 
regular elevation of temperature and a dis- 
tended abdomen, while enteritis or ulceration 
causes diarrhea and usually presents a flat or 
scaphoid abdomen. Recovery of tubercle 
bacilli in the stools is more likely also in the 
ulcerative form. Stenosing, narrowing, kink- 
ing of the small bowel loops, obstruction and 
fistulous tract formation may often be demon- 
strated roentgenologically in either form of 
the disease. Palpation of indefinite abdomi- 
nal masses resulting from matting together of 
the intestinal loops is often possible. Solitary 
ulceration is rarely found and is likely to be 
confused with simple peptic ulceration of the 
small intestine. 


Regional Enteritis 


Regional enteritis has received such wide 
publicity in recent years that we have all de- 
veloped a very wholesome awareness of its 
probable presence as a cause for obscure ab- 
dominal complaints. The monograph by 
Crohn* and the very complete review by the 
group from the Mayo Clinic*t are but two of 
the many excellent publications since 1932. 
It is a disease primarily of young men, related 
somewhat to nervous stress and food allergy,® 
similar to, but distinct from tuberculous en- 
teritis or ulcerative colitis. Clinical character- 
istics of some value in diagnosis are a mild or 
intermittent diarrhea, an irregular elevation ol 
temperature, weight loss, evidence of intermit- 
tent or partial obstruction. The vague symp- 
toms characterizing the early course of the dis- 
ease have usually led to the removal of the 
appendix at which time the cause for the com- 
plaints may, or may not, have become mani- 
fest. A well considered history, therefore, is 
usually the best lead. Physical examination 
may be entirely noncontributory but a dis- 
tended loop of bowel, change in the peristaltic 
activity, a palpable tender tumor, usually in 
the right lower abdomen, may suggest the 
true nature of the obstructive process. An ex- 
ternal sinus tract is sometimes present. With 
our present knowledge of the disease a careful 
small bowel x-ray study may reasonably be ex- 
pected to strongly suggest or establish a diag- 
nosis since the string sign and distended sau- 
sage-like loops of the ileum are now criteria 
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familiar to us all.6 If the x-ray findings are 
limited to the ileum and there is marked nar- 
rowing of the lumen with very little overactiv- 
ity, regional enteritis is the most likely diag- 
nosis. However, if the ileum and cecum are 
involved and there is irritability and hyper- 
motility, tuberculosis is more likely. Other 
laboratory procedures are of little help except 
occasionally a hypoproteinemia which, of 
course, can be regarded only as a suggestive 
and not a diagnostic finding. One thing is 
important, however,—should the x-ray exam- 
ination be inconclusive or negative in the face 
of a very suggestive history we should not 
neglect to have it repeated with greater care, 
and a surgical consultation should be sought 
whenever any of these or other features sug- 
gest the presence of regional enteritis. 


Miscellaneous Conditions 


Other conditions relating to the small bowel 
such as congenital malformations, celiac dis- 
ease, sprue and less well defined deficiency 
states merit some discussion in this connection 
but with these we have had little or no per- 
sonal experience. Acute and chronic enteritis 
and affections of the small bowel occasioned 
by parasites seem less relevant in this con- 
sideration of organic lesions of the jejunum 
and ileum. However, one must keep in mind 
that ascaris, hookworm, strongyloides and 
other intestinal parasites inhabit the small 
bowel and may cause symptoms varying from 
typical peptic ulcer symptoms to those of in- 
testinal obstruction and may mimic any of the 
diseases so far discussed. Ascaris can some- 
times be demonstrated on the x-ray examina- 
tion. It would certainly seem logical to do a 
simple stool examination for ova and parasites 
routinely on any patient requiring gastroin- 
testinal study. 

That portion of the bowel lying between 
the ligament of Treitz and the ileocecal valve 
remains the most difficult for accurate study. 
Interest in improved methods is apparent and 
both internists and sugeons seek a more de- 
finitive approach to disease affecting this por- 
tion of the intestinal tract. Three specific 
suggestions are offered: (a) that we approach 
abdominal complaints more comprehensively, 
not forgetting the less common lesions of the 
small bowel; (b) that we more frequently 
employ serial x-ray films and the modifica- 
tions discussed; and (c) that in studying the 
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cause for bleeding in the intestinal tract we 
go one step further than is our usual custom 
and always consider the jejunum and ileum 
as very probable sources. Surgeons are often 
reluctant to do an abdominal exploration for 
obscure bleeding or ill-defined evidences of 
obstruction. Our methods of study must be 
thorough and specific enough to convince 
them of the wisdom of an early exploration 
when this is safer than delay. 
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Discussion (Abstract) 


Dr. Bruck Kenamore, St. Louis, Mo. When I was 
asked to discuss this paper, I was first struck with the 
title, and I thought that if Dr. Overstreet was suffi- 
ciently intrepid to tackle it, I could muster enough 
courage to comment on it. 


I certainly feel that he has catalogued for us lesions 
of this so-called silent area of the digestive tract, and 
has pointed out that if we keep in mind the possibili- 
ties of such disease and seek out symptoms, one can 
find a great deal more than is usually done. 

Attention should be paid to pain. Dr. Chester Jones, 
more than a decade ago, showed by experimental dila- 
tation of various segments of the small bowel, that 
pain was usually referred about or above the um- 
bilicus, and I feel when such a complaint is offered, 
one should think of the possibility of lesions in this 
area. 


Likewise pain below the level of the umbilicus us- 
ually indicates colonic origin. X-ray study, as Dr. 
Overstreet has said, may indeed be the most valuable 
aid in diagnosis, but this is only true when small 
bowel films are ordered. Many radiologists include 
as part of their routine in a gastrointestinal series, 
films taken at one, three and five hours, or two, four 
and six hours. If, in undertaking the study, a small 
bowel lesion is truly suspected, it is wise to include 
hourly or more often than hourly serial films as part 
of the initial study. It is only by this means that one 
can hope to delineate localized lesions that have not 
caused obstruction. 

Dr. Overstreet has emphasized the special methods 
in radiographic study of the small bowel and has ad- 
vocated the use of a small meal, or the installation of 
a small meal through a tube. This certainly is an aid 
in diagnosis. We might question his statement of the 


advisability of doing a gastrointestinal study during an 
acute episode. This may well be the means of ar- 
riving at a diagnosis otherwise not obtained, but one 
should be certain that there is no evidence of complete 
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obstruction and one should be in a position to do 
suction decompression if such an x-ray study induces 
complete obstruction. 


I agree most heartily with Dr. Overstreet’s closing 
statements. He said, “The small bowel remains the 
most difficult area for accurate diagnosis.” 

Dr. Gordon McHardy, New Orleans, La. One form 
of diagnostic procedure was rather slighted. I refer to 
the intubation of the small bowel with a Miller-Abbott 
tube in those patients particularly who have been 
bleeding. Patience is needed in the individual who 
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stands by the tube to repeatedly gaspirate as the tube 
descends the small bowel, in an effort to determine the 
site from which the patient is bleeding. When we 
have exhausted ourselves in a diagnostic survey of the 
other possible sources of bleeding from the gastroin- 
testinal tract, including endoscopic procedures, then 
the tube may be of help. The localization of the bleed- 
ing, if one is fortunate enough to localize it, the in- 
troduction of lipiodol, if at that time one is afraid of 
barium and the delineation of the lesion at that site, 
will occasionally give the diagnosis. 


Asymptomatic Urologic Disease: 
OTTO J. WILHELMI, M.D., St. Louis, Mo. 


Abnormal urinary findings, regardless of an asymptomatic story, should 


prompt a consideration of complete urologic study. 


AN EXHAUSTIVE search of the literature reveals 
but one report, and that in 1937, of cases of 
urologic disease with few or no subjective 
symptoms. I am sure that every urologist has 
been impressed with the frequent lack of pro- 
portion between the subjective symptoms and 
the existing pathologic changes. 

The one thing that stands out in this study 
is careful, meticulous examination of all cases 
showing blood or pus in the urine. Too often 
do we make a diagnosis of cystitis or bladder 
neck obstruction without authentic findings 
to verify the diagnosis. A more complete ex- 
amination, including cystoscopic and pyelo- 
graphic studies, will often reveal other gross 
changes. One is apt to miss a diagnosis of any 
of the more serious diseases of the urologic 
tract, such as hydronephrosis, nephrolithiasis, 
anomalous conditions, and even tumors of 
vesicle or renal origin, unless every case which 
presents blood or pus in the urine undergoes 
an exhaustive search for the source of the 
changes causing these conditions. A note of 
caution should be sounded relative to giving 
antibiotics before a definite diagnosis is made. 
This tends only to mask the whole picture 
including symptoms as well as disease, and 
gives many a physician a false sense of security 


*Read before the Section on Urology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


leaving him with the impression that he has 
cured the ailment of unknown origin. These 
patients then present themselves later with 
widespread metastasis damaging kidneys be- 
yond salvage. Masking symptoms with thera- 
py is detrimental to the patient and delete- 
rious to the reputation of the urologist. 


The general practitioner has always treated 
cystitis too lightly in my estimation. He fol- 
lows the cardinal symptoms of frequency, 
tenesmus, and pyuria as a screen for his diag- 
nosis of cystitis. Often no attempt is made to 
investigate the bladder or upper urologic 
tract, and medication is started only to have 
a recurrence of a similar episode several weeks 
later. Personally, I have never felt that cystitis 
is primarily in the bladder but believe rather 
it is caused by an infection above or below. 
Careful vaginal and renal examinations will 
reveal the source of most of these infections. 
Quiescent disease in the bladder or kidney 
frequently is found after negative gastroin- 
testinal or gallbladder series, or a negative 
pelvic examination. 


Pediatrics is another area for cases that 
show a lack of proportion between subjective 
symptoms and existing disease. Where the in- 
fant is too young to give a comprehensive pic- 
ture of his symptoms, intravenous pyelograms 
should be used. Many anomalous, as well as 


> 
: 


950 SOUTHERN MEDICAL JOURNAL 


pathologic kidneys have been brought to 
light by this method. 


The urologist should not demand that kid- 
ney or bladder symptoms necessarily be pres- 
ent before he subjects the patient to a cysto- 
scopic study. It is wiser to reveal negative 
findings than to err in our early diagnosis of 
disease of serious consequence. 


No logical reason can be given to explain 
why some systems in the body will develop 
symptoms from disease originating in other 
parts of the body, long before the primary 
lesion is brought to light. Too often we find 
a metastatic tumor in the lung or liver long 
before we find the original primary lesion in 
the kidney. Early pyelographic studies most 
probably would have revealed this tumor be- 
fore its widespread metastases occurred. 


Pain of Renal Origin 


It is quite essential to have some knowledge 
of the neurophysiologic aspects of pain pro- 
duction in the kidney to understand why 
there can be asymptomatic renal disorders. 
The factors which are concerned in the trans- 
mission of these afferent impulses from the 
kidney to the central nervous system will be 
reviewed. The nerves of the kidney are de- 
rived mostly from the solar plexus and pass 
to the organ from the celiac, superior mesen- 
teric, and aorticorenal ganglia. The majority 
of the nerves accompany the renal artery to 
the kidney. The kidney also receives nerves 
from other organs than the solar plexus. 
These nerves arise from the major and minor 
splanchnic nerves, the vagus nerves and the 
inferior splanchnic nerves when present. 
Dowabrin describes such a branch. 


The nerves enter the parenchyma of the 
kidney by orifices around the papilla of the 
malpighian pyramids. The kidney tissue also 
receives some nerve branches from its cap- 
sule, known as the renocapsular anastomosis. 
Nerve fibers in the parenchyma of the kidney 
are mostly small, unmyelinated fibers. Accord- 
ing to Hubler, the renal calyces contain a rich 
supply of unmyelinated fibers. The number 
of myelinated fibers that are found in the 
parenchyma are minimal according to Ren- 
ner! who has made intensive studies of kidney 
innervation. 


The kidney, similar to other viscera, can be 
traumatized or even cut or torn without the 
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person experiencing any pain. The renal pel- 
vis, according to Muller,” is more sensitive to 
pain than the rest of the kidney. Renal pain 
can be explained most satisfactorily on the 
basis of stimulation of the sensory fiber 
terminations in the perirenal peritoneum. We 
have all seen pain from a_ hyperdistended 
renal pelvis when the capsule is under ten- 
sion, yet the confusing thing is that a small 
atrophic kidney whose ureter is ligated and 
has no capsular tension will also cause pain. 

Gobergritz and Istschenko* have shown that 
ureteral catheterization does not necessarily 
cause pain. They also showed, however, that 
dilating the renal pelvis caused pain unless 
the renal plexus had been previously divided 
and therefore, they concluded that distension 
of the renal pelvis was only a secondary factor 
in the production of renal pain. Since pain 
reactions in the kidney after section of the 
nerves along the renal vessels could not be 
elicited by distension, they concluded that the 
afferent impulses which give rise to renal pain 
are mediated through the visceral afferent 
fibers which traverse the renal plexus. 

The afferent system, which is the autonom- 
ic nervous system, plays no role in the trans- 
mission of pain from the kidney to the central 
nervous system. Davis and Pollock* have 
shown that it is only the afferent fibers of the 
autonomic nervous system itself which are 
concerned with the production of pain, and 
that those afferent fibers which travel along 
with it belong to the spinal sensory system. 
Thus, we see that afferent pain impulses are 
conducted through the renal plexuses and 
reach the spinal cord via the splanchnic nerve 
trunk and have no connection with the sym- 
pathetic system other than to pass through it. 
From this discussion one can understand how 
a patient can have his afferent nerve endings 
destroyed and carry on with a diseased kidney 
and still experience no pain. 


It would be an interesting study to deter- 
mine in those cases which have been asymp- 
tomatic, whether or not the afferent nerve 
endings have been destroyed in every instance. 


Case Reports 


The following case presentations demon- 
strate a lack of proportion between the sub- 
jective symptoms and the existing disease. 

Case 1. E.C.H., a 67 year old man was seen on 
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August 3, 1948. His chief complaint was enlargement 
of lower abdomen. 


He sought examination because his wife claimed he 
was getting too fat. His girth-line had increased very 
rapidly. He had had no urinary symptoms such as 
frequency, tenesmus, or hematuria; he denied any 
gastrointestinal symptoms. There had been a weight 
gain of 15 pounds in the preceding year. 

Examination. The patient was a small, but well 
developed mzn who does not appear acutely ill. A few 
hemangiomata are present on the skin of the chest. A 
small soft supraclavicular node is present on the right 
side. Examination of the heart and lungs is negative. 
The abdomen is extending to about three inches below 
the right costal border, a mass is felt in the abdomen 
about the size of a large grapefruit and extending 
about six inches below the costal border on the left. 
Chis mass is smooth and cystic in character and does 
not move upon inspiration. No palpable inguinal 
glands are felt. Rectal examination shows a sphincter 
of good tone; the prostrate is about 2 times normal 
size with a nodular, firm lobe on the right side. 

Cystoscopic Examination (August 8, 1948). Bladder 
is grossly negative with some early prostatism at the 
bladder neck. The right catheter passes freely into 
the right kidney pelvis but the left catheter blocks 
about 6 cm. up from the orifice. 

X-Ray Report. Intravenous and retrograde urogra- 
phy: The left kidney is displaced by a large 
tumor mass which overlies the right kidney and ex- 
tends across the midabdominal line. There appears to 
be some lengthening and distortion of the infundibula 
of the left kidney by this mass. The right kidney pelvis 
is structurally within normal limits. The intravenous 
urograms show both kidney pelves incompletely filled 
in 5 minutes, and again in 20 and 30 minutes. The 
large size of the mass and concave impression it makes 
on the pelvis of the left kidney would suggest that it 
is cystic in nature. It cannot be definitely determined 
whether the mass arises in the kidney or whether it is 
a retroperitoneal tumor that secondarily involves the 
kidney. 

X-Ray Diagnosis. (1) Retroperitoneal tumor or cyst. 
(2) Kidney tumor or cyst. 

Laboratory Findings. Urine was negative for albu 
men and sugar. Sediment showed a few white cells but 
no red cells. There were many bacteria. NPN was 34 
mg. per 100 cc. Red cell count was 3,350,000, white 
cell count 7,000, Hgb. 67 per cent. 

Operation. (August 11.) A regular left kidney loin 
incision was made extending from the twelfth costal 
vertebral angle to two inches below the left anterior 
superior iliac spine. A football sized tumor was found 
retroperitoneally in the left kidney fossa. This tumor 
was closely adherent to all surrounding peritoneum 
and other tissue. The cyst was punctured with a trocar 
and about 2,600 cc. of chocolate-colored fluid released. 
Iwo small rents were made into the peritoneum upon 
dissecting the tumor from the surrounding tissue. 
These were repaired immediately. The kidney was 
excised, the ureter ligated, and the entire cyst removed 
en masse. A Penrose drain was inserted and the wound 
was closed with interrupted sutures in the usual man- 
ner. 
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Pathologic Report. Grossly, the tumor mass is 7 by 
10 by 18 cm. in size. The surface is smooth, encapsu- 
lated, and one end has been opened by incision. One 
end of the mass contains a fairly normal kidney except 
for middle third of the cortex which is replaced with a 
homogenous tumor that apparently extends over the 
rest of the mass. The cut edge of the mass of tissue, 
is of the consistency of “mush.” Microscopic examina- 
tion showed the usual histology of hypernephroma. 

Diagnosis. Hypernephroma (clear cell carcinoma); 
solitary cyst of the kidney. 

Course. The patient was discharged on September 
7, 1948, with the wound closed and feeling well. This 
patient was seen 4 years later and still is enjoying 
good health. His last follow-up reveals he is doing his 
routine duties. 


Case 2. J. F. H. was a 49 year old, man, seen on 
June 26, 1949. This patient had presented himself for 
examination to obtain more insurance, and red cells 
were found in the urine. There was nothing of any 
consequence in his history other than a loss of 18 
pounds weight in the previous year. There were no 
symptoms such as frequency, tenesmus or hematuria. 
He did complain of vague lower lumbar backache but 
upon admission to the hospital, did not have any 
symptoms referrable to his kidneys. 

Examination. The patient was a fairly well-devel- 
oped middle aged man, weighing about 150 pounds 
and not showing any evidence of acute pain or emacia- 
tion. He was of florid complexion. The skin showed no 
evidence of moles. Several small lymph glands are felt 
in the posterior cervical chains. The lungs are clear to 
percussion and ausculation. A presystolic rumble is 
heard. The abdomen shows no areas of tenderness. 
Lower pole of the left kidney is palpable but not 
tender. The prostate is soft, slightly enlarged and 
tender. No varicosities are present in the extremities. 

Laboratory Findings. Urine was negative for albu- 
min, sugar, and acetone; Sp. Gr., 1.017; microscopic, 
casts, none; WBC, none; RBC. 8 to 20 per HPF; bac- 
teria, none; NPN was 32 mg. per 100 cc. 

Cystoscopic Examination. (June 10, 1949.) Bladder 
is grossly negative except for early prostatism. Some 
inflammation of the trigone is present. The left 
catheter is blocked at 6 cm. from the orifice, but the 
right ureter is patent to F. 5 catheter. 

X-Ray Findings. Plain films fail to show any shad- 
ow on the left side at point of obstruction but this 
kidney appears abnormally large. Pyelograms, intra- 
venous and retrograde, both show a definite increase 
in the size of the left renal shadow and an elevation of 
its superior calyx. The left pelvis shows a definite 
pressure defect suggestive of an intrinsic tumor. The 
right kidney pelvis is within normal limits. 

Diagnosis. Tumor of left kidney. 


Operation. (June 14, 1949.) The left kidney was 
removed under Sodium Pentothal anesthesia. 

Pathologic Report. Grossly, the kidney measures 14 
by 10 by 6 cm. One pole is replaced by a circumscribed 
area which bulges when cut. The cut surface contains 
various lobulations of cystic and soft areas of yellowish 
orange tissue. Microscopic study showed the usual 


histologic picture of a clear cell carcinoma. 
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Diagnosis. Hypernephroma. 


Course. The patient left the hospital 12 days after 
operation and did well until 9 months later when 
he developed metastases of the spine. Later metastatic 
areas were found in the lungs and he expired 14 
months after his nephrectomy. 


Case 3. J. L. H. was a 43 year old, man, seen on 
November 15, 1946. The history was that of two chills 
with fever in the preceding month. The chills were 
not preceded or followed by pain, nor was there any 
history of urinary disturbance. He had had no weight 
loss but had backaches in the mid-lumbar area. 

Examination. The patient was lying comfortably in 
bed. The examination was essentially negative. The 
abdomen is flat and has no masses. Rectal examination 
shows a soft, movable prostate, two times normal size. 

Laboratory Findings: The blood showed a red cell 
count of 3,900,000, white count of 7,900 and a Hgb. of 
11.2 Gm. NPN was 23 mg. per 100 cc. The urine was 
negative except for a few WBC and RBC, and many 
bacteria. 

Cystoscopic Examination. Bladder has a normal 
capacity. There is early benign prostatic hypertrophy. 
No lesion is seen in the bladder. Both catheters pass 
freely into the kidney pelves. Phenolsulfonphthalein 
appears on the right side in 5 minutes and on the left 
in 2 minutes. Urine from the right side contained 
colon bacilli, 8 to 10 white cells and 5 to 7 red cells. 
Urine from the left side was negative. 


Pyelograms. A normal kidney pelvis is seen on the 
left side, but on the right side a plum-sized cyst is 
seen projecting from the middle calyx. No neck con- 
necting the cyst to the calyx is seen on the x-ray film. 
There is a retention of media for 30 minutes after the 
pyelogram. 

Operation. (December 3, 1946.) The right kidney 
was exposed through a regular right flank incision. It 
was necessary to remove the twelfth rib for better ex- 
posure. The kidney was quite adherent to the sur- 
rounding structures but was finally freed by blunt 
dissection. A plum-sized cyst was seen coming off the 
middle calyx. This cyst was filled from below through 
the in-dwelling catheter and an unsuccessful attempt 
was made to dissect it out. The cyst wall was very 
much thickened and no line of cleavage could be 
found. Much hemorrhage was encountered and there- 
fore it seemed advisable to remove the kidney. This 
was done and the wound was closed in the usual 
fashion with drainage. 

Diagnosis. Calyceal cyst of the right kidney. 


Course. The patient made an uneventful recovery 
and left the hospital 11 days later. He has been seen 
at annual intervals, looks well and has no complaints. 


Case 4. H. L., when first seen in 1938, was a 14 
year old boy. He was brought in then for cryptorchism 
and accompanying hernia of the left side. This was 
corrected by operation. The testicle was maintained in 
good position as shown upon repeated follow-up visits 
after his operation. 


Six years later, (1944) he was examined, while in 


the Army, and found to have an enlarged left testicle 
which was hard, but not fixed or painful upon manip- 
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ulation. The patient gave a history of an injury sus- 
tained during Army training 3 months previously 
at which time he struck his testicle when scaling a 
high barricade. The injury caused no ecchymosis nor 
was it severe enough to release him from duty. 

Examination. This is negative except for pertinent 
points as follows: The abdomen shows no palpable 
tumors. A few pecan-sized palpable nodes are found 
is the left inguinal region, The penis is normal in ap- 
pearance with no evidence of induration in either 
corpus. The testicles are quite firm with a definite 
enlargement of the left testicle. There is a mass the 
size of a plum in the left testicle just above the head 
of the epididymis which is quite hard and fixed. The 
vas deferens is larger and indurated on the left side. 
The right scrotal contents are normal. 

X-Ray Examination. The chest is clear, showing no 
evidence of metastasis. 

Operation. (January 10, 1944.) An incision was 
made over the left inguinal region extending from the 
anterior superior iliac spine to the external inguinal 
ring. The incision was then extended about three 
inches downward along the outer surface of the 
scrotum. Several inguinal lymph nodes were removed 
which revealed positive findings of tumor upon frozen 
section at time of operation. All the nodes in the left 
inguinal region were removed. The testicle, cord, and 
vas were removed en masse. The wound was closed in 
the usual manner with drains in the inguinal and 
scrotal area. 


Pathologic Examination. Grossly, the specimen was 
the size of a small orange. The surface is dark blue in 
color and smooth. On cut section the mass appears 
nodular and vascular, and has small cauliflower areas 
distributed throughout. Microscopically the section is 
that of a testis entirely replaced by syncytial cells. 
There are also numerous glands and duct-like struc- 
tures lined with epithelium. 

Diagnosis. Chorio-epithelioma of the testis. 


Course. After a course of x-ray therapy the patient 
was discharged 18 days later. This patient married last 
year and is able to function sexually in spite of his 
extensive x-ray treatment. Although a period of eight 
years has elapsed, and he suffered from a very malig- 
nant type of tumor, he shows no evidence of recur- 
rence or metastasis. 


Case 5. A. S., a 79 year old, white man, was ad- 
mitted to the hospital on August 23, 1954. His com- 
plaint was an aggravating cough which produced con- 
siderable sputum, especially at night. He had a weight 
loss of 9 pounds in six months. I had done a one- 
stage suprapubic prostatectomy upon him in 1944, 
from which he had a good recovery and apparently no 
urinary symptoms since his operation. 

Examination. His physical findings revealed noth- 
ing remarkable except for his chest, which revealed 
wheezes upon inspiration as well as expiration. 

Laboratory Findings. These were negative or with- 
in normal limits. 


Cystoscopic Examination. Because of his weight loss 
and previous prostatectomy, it seemed advisable to do 
this. Upon cystoscopic investigation, the bladder 
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mucosa shows old heavy trabeculation over the base. 
A grayish-colored stone is found lying just posterior 
to Mercier’s bar. The stone is the size of a large hick- 
ory nut. The prostatic cavity is smooth and shows no 
evidence of new growth or re-growth. 

X-Ray Examination. Pyelograms were taken and 
found to be well within normal limits. A lipiodol in- 
stillation in the trachea revealed bronchiectasis of the 
middle and lower lobe on the right side and of the 
basal segment of the lower lobe on the left. 


Operation. The calculus was removed transure- 
thrally with the aid of the Ravisch and Bigelow litho- 
trites. 


Course. The patient made an uneventful recovery 
and left the hospital four days later, with no com- 
plaints in the urologic tract. His cough improved on 
therapy advised by the internist. 

Case 6. C. L. was an 85 year old, man, who on Au- 
gust 11, 1954, complained of listlessness, general debil- 
ity, and weight loss. ‘These symptoms came on 6 
months before with a feeling of generalized weakness, 
and pains in the epigastric region after eating. He 
claimed a weight loss of 22 pounds in the preceding 6 
months. 

A suprapubic prostatectomy was done 8 years 
ago. He complained of having to get up twice nightly 
to urinate, but had never had hermaturia or tenesmus. 
There was no hesitancy, urgency or dribbling. 

Examination. The patient lies in bed with no ap- 
parent distress. He appears quite thin but does not 
look his age. Nothing remarkable is found. The ab- 
domen is soft, but tender upon palpation of the epi- 
gastrium. No masses are felt in the abdomen. There 
is a large inguinal hernia on the right side, which is 
reducible. The scrotal contents are normal after re- 
duction of the hernia. 

Laboratory Findings. The red cell count was 
2,530,000, white cell count 22,000. Blood studies 
showed lymphatic leukemia, substantiated by the bone 
marrow. BUN was 16.3 mg. per 100 cc. The urine 
showed Sp. Gr. of 1.010; albumen of 3 plus, and sugar 
negative; microscopic, gram-negative bacilli and cocci, 
many WBC, occasional RBC, and no casts. EKG 
showed a right bundle branch block. 

X-Ray Examination. (August 12, 1954.) G. I. series 
was negative. Chololithiasis was shown. 

Cystoscopic Examination. (August 18, 1954.) It 
seemed advisable to investigate this patient further 
because of his weight loss and high white count. The 
old prostatic cavity is smooth with no evidence of re- 
growth. The bladder shows moderate congestion with 
trabeculations along the bladder base. On the dome of 
the bladder a tumor the size of a silver quarter is 
seen. The tumor is grey in appearance and sessile in 
character. A biopsy was taken with a Ronguer scope 
transurethrally. The pyelograms were negative. 

Biopsy Report. Sections of the tumor reveal groups 
of anaplastic epithilial cells with marked keratiniza- 
tion. Sections also reveal fibrosis plus lymphocytic and 
large mononuclear cell infiltration. 

Diagnosis. Keratinizing squamous cell carcinoma. 

Operation. (August 23, 1954.) The tumor was de- 
stroved by fulguration with a Bugbee electrode and 
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five gold radon seeds of one and one-half milicuries 
each were implanted into the bladder base. 

Course. Three days later the patient was released 
from the hospital and has shown steady improvement 
as to blood studies after having been placed on hydro- 
cortone. 

Summary 
(1) An appeal is made for exhaustive 
search for disease in all cases showing blood 
and pus in the urine. 
(2) The neurophysiologic aspects of pain 
production in the kidney is explained. 


(3) Three cases are cited in which no sub- 
jective symptoms had appeared but in which 
gross and microscopic pathology of the kidney 
was demonstrated. 


(4) The case of a testicular tumor which 
developed 6 years after orchidopexy but with 
no subjective symptoms is presented. 

(5) A case of bladder calculus is described 
in which no subjective symptoms had _pre- 
viously presented themselves. 


(6) Meticulous examination resulted in a 
diagnosis of a malignant tumor of the blad- 
der. 
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Discussion (Abstract) 


Dr. Peter L. Scardino, Savannah, Ga. Dr. Wilhelmi 
has been able to combine his experiences in private 
practice with certain fundamental basic scientific pre- 
cepts of neurohysiology. He has given us a lucid de- 
scription and intriguing theory of the causes of asymp- 
tomatic urologic disease. For this he is to be congrat- 
ulated. 

During the bombing of England and shortly there- 
after, Trueta and his colleagues at the Neuffield Insti- 
tute published a classic monograph which found favor 
with many renal physiologists and not a few urolo- 
gists. The idea of a “shunt,” in which the renal circula- 
tion was diverted from its usual course was to explain 
the anuria which resulted from crushing injuries of 
the lower extremities. While the changes which were 
reflected in altered renal physiology were mediated via 
the injured nerves, it was left to Homer Smith and 
other outstanding renal physiologists to show that it 
was not so much a shunt caused by nerve injury as it 
was vasoconstriction, vascular change and _ ischemia. 
Jack Lapides several years ago clearly demonstrated in 
Dr. Reed Nesbit’s laboratory that the ureter is entirely 
independent of its nerve supply. In spite of the work 
of Wharton at Hopkins, in which he advocated de- 
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nervation of the kidney and ureter for unexplained 
pain, one finds it difficult to believe that as much 
might not have been accomplished by judicious psychi- 
atric therapy. Only recently an article appeared in the 
Journal of Urology which concluded that denervation 
of the kidney and ureter afforded relief in certain 
cases. One might seriously question such results. 

The essayist reports a number of interesting cases 
all of which I am certain have reminded the audience, 
as it has this reporter, of cases of his own. One recalls 
several cases of polycystic kidney disease in which the 
patient found his way to the urologist via the haber- 
dashery shop. And there are those cases of Wilm’s 
tumor in which the child was found to have a mass 
upon routine “well baby check-ups” by an observing 
pediatrician. 

Most of you have seen these men and women who 
have come to the attention of the urologist with the 
complaint of “swelling of the lower abdomen.” In 
these cases of asymptomatic bladder neck obstruction 
residual urines up to 3,000 or 4,000 cc. have been 
found. These patients are often referred because a few 
white cells or myriads of bacilli were found in a rou- 
tine physical examination for insurance purposes. 


One of the most distressing experiences in medicine 
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is to have the patient, referred by a discerning inter- 
nist or general practitioner because a few red cells had 
been found in the urine during the businessman’s an- 
nual physical examination, end up with the patho- 
logic diagnosis of clear cell carcinoma of the kidney. 

And of the anomalies which one sees but which 
present no urologic symptoms, one is reminded of a 
patient who, having had recurrent episodes of chills 
and fever with lower abdominal pain responding to 
antibiotics, began to notice 3 months prior to 
urologic consultation lower abdominal swelling but 
never any urinary symptoms. Urinalysis, cystoscopic 
study and upper urinary tract study were within 
normal limits. A simple cystogram made the diagnosis 
of urachal cyst and for such was the patient operated 
upon. 

And one would take the liberty to close this portion 
of the discussion with the plea for early diagnosis of 
that most insidious asymptomatic urologic disease of 
all,—prostatic cancer. Every male, regardless of his age 
and regardless of his complaint, should have a digital 
examination of his prostrate on the first visit to any 
doctor regardless of his specialty. We can cure pros- 
tatic cancer with the scapel. Indeed, it has been shown 
that we can cure prostatic sarcoma with the same 
modality. 


Congenital Glaucoma: Cyclodiathermy 
and Other Surgical Therapy- 


SHERMAN F. FORBES, M.D., Tampa, Fla. 


The maintenance of vision in congenital glaucoma is so important that every effort must be made 
in treatment. The author reports his results in a series of cases. 


CONGENITAL GLAUCOMA, the accepted term to- 
day for hydrophthalmos occurring in infants, 
is altogether suitable because of the proved 
pathologic changes and is to be preferred to 
buphthalmos and other terms. Since this 
type of glaucoma is a reiatively rare entity, it 
seems worth-while to report a small series of 
cases and to comment particularly upon the 
surgical treatment employed, since some of 
the patients have been observed as long as 10 
years. 


With regard to the diagnosis of this disease, 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 


a masterful presentation of the subject may 
be found in “Hydrophthalmia or Congential 
Glaucoma” by Anderson.t. While this book, 
published in 1939, is now out of print, it is 
by no means out of date and is a valuable 
acquisition to any medical library. Although 
discussion of the diagnosis of congenital glau- 
coma is beyond the scope of this paper, one 
word of warning is timely. In infants and 
small children it is important that the intra- 
ocular pressure be determined under deep 
anesthesia. Case 3 of the present series offers 
adequate proof of the necessity for this precau- 
tion. 
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Surgical Management 


In the treatment of congenital glaucoma, 
anyone who has used one or more of the con- 
ventional antiglaucoma operations, such as 
trephination, iridencleisis or cyclodialysis, 
knows that a good result is obtained rarely 
and that most eyes treated in this way go on 
to complete destruction of sight.? Anderson,* 
in the concluding paragraph of his book, 
stated: “The future of patients with hydroph- 
thalmia is dark. Little hope of preserving 
sufficient sight to permit the earning of a 
livelihood can be held out to them.” 

Many ophthalmologists have made note- 
worthy contributions to the knowledge and 
management of congenital glaucoma. Out- 
standing among them is Dr. Otto Barkan, 
who, practically alone, has developed the sur- 
gical treatment accepted as standard. Dr. 
Harold G. Scheie is another notable contrib- 
utor who has long had particular interest in 
this subject. All who were fortunate enough 
to hear the symposium on congenital glau- 
coma at the recent meeting of the American 
Academy of Ophthalmology and Otolaryngol- 
ogy enjoyed a rare privilege. Dr. Samuel J. 
Meyer served as moderator, and the other 
participants and their subjects were: Dr. 
Robert N. Shaffer, “Pathogenesis of Congeni- 
tal Glaucoma;” Dr. Scheie, “Clinical Courses 
and Other Types of Surgery;” Dr. Barkan, 
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“Goniotomy;” and Dr. Joseph S. Haas, “Re- 
sults in Congenital Glaucoma.” 


At the Seventeenth International Congress 
of Ophthaimology, held in New York imme- 
diately preceding the Academy meeting in 
September, numerous papers were presented 
on the subject of glaucoma and related factors 
such as aqueous production and facility of 
outflow, all of which have contributed to fur- 
ther understanding of the various types of the 
disease, including congenital glaucoma. 
Among the essayists were Ascher, Ballantine, 
Barany, Becker, Cavka, Francois, Goldman, 
Grant and Trotter, Harris, Kellerman and 
Posner, Kinsey and Palm, Kronfeld, Lang- 
ham, Linner, Perkins, Preziosi, Weekers and 
others. 


The consensus at these meetings was that 
the ideal operative procedure for congenital 
glaucoma is goniotomy. Barkan’ in 1953 sug- 
gested “that goniotomy be selected in those 
cases in which it is indicated as the first op- 
eration and, if inadequate, be repeated before 
resorting to other surgical procedures. Of 
these operations, cyclodiathermy appears at 
the present time to be the procedure of 
choice.” Scheie, however, reported that in his 
hands gonipuncture offers promise in certain 
types of the disease. Doubtless he meant in 
fairly late cases and in those in which 
Schlemm’s canal is possibly absent or defec- 


Visual fields 11 years after surgery. 
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tive, or has become closed or stenosed during 
the progress of the disease. With this position 
I am fundamentally in agreement. 

After twice having had the privilege of 
observing Dr. Barkan’s work and after per- 
forming goniotomy myself, I have found the 
procedure relatively easy to perform when 
one approaches the eye from the temporal 
limbus. Even the upper and lower angle may 
be opened by following the Barkan technic 
with fixation of the globe by an assistant 
above and below on the tendons of the ver- 
tical recti muscles and rotation of the head 
to the opposite side with global abduction 
to the operating surgeon’s side. In the few 
cases in which I have performed goniotomy, 
the major difficulties I have encountered 
have been in elevating and rotating the globe 
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in the rather deep eye. In one such instance, 
however, in a Negro infant the procedure 
was relatively easy. Cyclodiathermy, on the 
other hand, offers no difficulties of any con- 
sequence, even in the approach to the up- 
per portion of the globe, which is a little 
more difficult than the approach to the 
lower portion. In goniotomy, the approach 
to the temporal angle with the knife by 
crossing the bridge of the nose is a major 
procedure and most difficult for me. 

In those cases, therefore, in which goni- 
otomy on the more readily accessible portion 
of the angle does not control the disease com- 
pletely, why not attempt to get a normal intra- 
ocular pressure with cyclodiathermy as a rou- 
tine follow-up? Or, why not even use it as an 
initial procedure in certain types of the dis- 
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Facility of aqueous outflow still very poor 11 years after successful cyclodiathermy surgery. 
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ease which are associated with microphthai- 
mia and in late cases in which there is an 
especially cloudy cornea and possibly a closed 
or stenosed Schlemm’s canal? 


At the recent International Congress Dr. 
Barkan reported two cases of glaucoma as- 
sociated with nevus flammeus in which the 
glaucoma was controlled by goniotomy. To 
have the privilege of observing Dr. Barkan’s 
exact technic of gonioscopy and goniotomy 
would be a high spot in the life of any 
ophthalmic surgeon, as I know from expe- 
rience. Nevertheless, with all the equipment 
recommended by this master, the path here 


is not easy, even with much practice on 
animal eyes, nor is the using of the binocular 
microscope easy in gonioscopy. Those who 
have attempted the procedure I believe will 
agree with me. 


Having had success in controlling con- 
genital glaucoma as early as 1943, with the 
technic of multiple cyclodiathermies as then 
performed, I conceived the idea of using the 
two procedures,— first goniotomy and later 
cyclodiathermy, or vice versa. Since the for- 
mer is the type of procedure which affects 
the facility of aqueous outflow and the latter 
is the type which affects the rate of aqueous 
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production, in selected cases they make an 
ideal combination. 

Cyclodiathermy, in my experience, is a 
safe procedure. I have performed it on ap- 
proximately 200 eyes in cases of adult and 
congenital glaucoma, in many instances as a 
primary procedure, and have observed no un- 
toward results. A series of 80 cases in which 
this operation was performed 141 times on 
120 eyes was reported in a paper‘ presented 
at this year’s meeting of the Florida Society 
of Ophthalmology and Otolaryngology, which 
is now in press. In a number of cases cyclo- 
diathermy was combined with cataract ex- 
traction, iridectomy, total and_ peripheral, 
cyclodialysis, and other measures. It is my 
conclusion that in many cases cyclodiathermy 
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alone can control congenital glaucoma and 
that it makes an ideal follow-up procedure 
after goniotomy in some cases. In a certain 
percentage of cases Schlemm’s canal is closed, 
and permitting the aqueous humor to have 
access to it will not succeed. Here a proce- 
dure affecting aqueous inflow is definitely 
indicated. 

While the operation is relatively simple, it 
is nevertheless one that must be complete in 
detail. It must cover sufficient global area to 
insure decreased aqueous production and must 
include particular attention to the region of 
the horizontal recti insertions, thereby affect- 
ing the long ciliary vessels and nerves. As to 
the mechanism of cyclodiathermy, whether 
it produces ciliary functional atrophy or 
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Very poor facility of aqueous outflow in the glaucomatous right eye with a fair outflow in the left eye. 
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whether it affects the neuroregulatory ac- 
tivity will not be discussed here. 


Technic 


Both in adult and congenital glaucoma 
my approach has been about the same, ex- 
cept for anesthesia. In infants and small 
children general anesthesia is used. Endo- 
tracheal anesthesia has not been employed 
because personnel adequately trained in the 
necessary technic has not been available. In 
these patients, however, I have insisted on 
deep inhalation anesthesia, even for determi- 
nation of the intra-ocular pressure. 

After adequate anesthetization, the initial 
step is an incision in the conjunctiva extend- 
ing from the lower border of one horizontal 
muscle to the lower border cf the other, 6 
mm. from the limbus. The sclera is bared 
both in the temporal and in the nasal quad- 
rants. The inferior rectus is exposed and the 
tendon is picked up on a hook. The globe 
is kept constantly elevated with the hook. 
In each quadrant accurate marking is made 
on the sclera, 8 mm. from the limbus in each 
quadrant, coagulation beginning from there. 
If the globe is greatly enlarged, the pene- 
trating punctures may extend out as far as 
9 to 10 mm. from the limbus; if there is 
lesser enlargement, as in congenital glaucoma 
associated with microphthalmia, a closer ap- 
proach to the limbus is made. Usually the 
punctures, numbering about 30, are made on 
a 6 mm. and on an 8 mm. arc, with at least 
15 in each lower quadrant of the bared sclera. 
In some instances it may be desirable to in- 
crease the number of coagulations to as many 
as 25 in each quadrant. In such cases they 
may extend out as far as 9 to 11 mm. and 
in as close as 6 mm. This newer technic is 
in contrast to the older method of placing the 
punctures closer to the limbus. I have not 
used the transconjunctival technic. 


When the intra-ocular pressure is particu- 
larly high, it is my practice to make certain 
that there is presentation of the vitreous in 
a few punctures. Also it is wise to be sure 
of vitreous presentation in some punctures 
in order to reduce the pressure when cyclo- 
diathermy is combined with an intra-ocular 
procedure such as a cataract extraction or an 
iridectomy. 

When a second operation is necessary, it 
is performed above. The method is the same 
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as that used in the lower quadrants, with a 
hook placed under the superior rectus, pull- 
ing the globe down. When a third cyclodia- 
thermy is attempted, it is performed imme- 
diately before and behind the insertion of the 
internal and external recti to affect the re- 
gion of the long ciliary vessels. Lately, the 
area about the insertion of these muscles has 
claimed more and more of my attention in 
an effort to affect the long ciliary vessels and 
nerves. 

A 1 mm. electrode is employed, and enough 
current is used to produce a browning of the 
sclera. The applicator usually is kept in con- 
tact two or three seconds, but never more 
than four seconds. Every effort is made to 
keep a dry field, and surgically the cornea 
is accorded the greatest respect. In my opin- 
ion the speed of the punctures does not have 
to be controlled. I have observed, however, 
that in the surgery for retinal separation per- 
formed by Dr. Dohrmann K. Pischel, which 
I have been privileged to witness, he retarded 
the speed of the punctures and also used 
saline irrigation to cool the eye if the cornea 
showed any tendency to cloud. In children, 
an absorbable plain running catgut suture 
is used for closing the conjunctival incision, 
in contrast to a running 000000 silk suture 
in adults. Eserine ointment and antibiotic 
ointments are used in the eye or eyes sub- 
jected to operation. 


Prognosis 


The earlier congenital glaucoma causes 
symptoms the more difficult is the surgical 
problem in that the intra-ocular pressure is 
rendered normal by means of surgery in fewer 
eyes. Success is attained infrequently when the 
cornea is over 14 mm. in diameter. The prog- 
nosis depends on the severity of the disease, 
the time of its inception and the interval 
that elapses before surgical measures are in- 
stituted. 


The danger of postoperative complications, 
particularly phthisis bulbi, following cyclodia- 
thermy has been greatly magnified in my 
opinion. Sympathetic ophthalmia, the most 
dreaded complication, appears from the litera- 
ture to be of extremely rare occurrence. The 
chief complication, a serous nongranuloma- 
tous type of iritis, is readily controllable with 
therapy. At the recent International Congress, 
Cavka> mentioned hyperemia of the bulbar 
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conjunctiva and of the iris and temporary 
hyphemia as occasional complications lasting 
in all some 6 or 7 days after the opera- 
tion. My experience with cyclodiathermy in 
the treatment of various types of glaucoma 
has led me to believe that there are no more 
complications with this operation than with 
standard glaucoma procedures, particularly 
since the newer technic of placing the pene- 
trating punctures a greater distance from the 
limbus has been employed. 


Review of Reported Cases 


In 1952, I reported six cases® of congenital 
glaucoma, three of which I shall review brief- 
ly, adding further comment to bring them to 
date, before presenting six new cases. 


In the first case of the original series, a white 
male infant 3 weeks old, with an intra-ocular pressure 
ranging from 70 to 80 mm. Hg. (Schiétz), was sub- 
jected, in 1943, to bilateral cyclodialysis without im- 
provement. One week later, surface diathermy was 
applied bilaterally to the nasal half of the globe, 
resulting in a normal pressure for 3 months. 
Again, upon elevation of the pressure, the same 
surface nonpenetrating diathermic procedure was per- 
formed on the temporal half of each globe. In 1950, 
the corrected vision was 20/100 in the right eye 
and 20/30 in the left eye. On repeated examina- 
tion, the intra-ocular pressure remained around 18 
mm. Hg. in the right eye and 22 mm. Hg. in the 
left eye. The iris was rigid, and the small pupils 
reacted slightly to cycloplegics. There was an eleva- 
tion of intra-ocular pressure to 38 mm. Hg. with the 
cycloplegics, but it rapidly returned to normal with 
miotics. 


In 1954, the corrected vision remained 20/100 in 
the right eye and 20/30 in the left eye at distance 
with a Jaeger 12 and a Jaeger 1 at near vision. The 
intra-ocular pressure was 24 mm. Hg. in the right eye 
and 22 mm. Hg. in the left eye. The visual fields are 
shown in figure 1. The blind spots were within 
normal limits. The facility of aqueous outflow was 
poor (Fig. 2), being 0.05 in the right eye and 0.11 
in the left eye. Cyclogyl produced better mydriasis 
than the conventional medicaments, but was accom- 
panied by elevation of intra-ocular pressure to 48.3 
mm. Hg., which was rapidly controlled with miotics. 
The pupils were extremely small and rigid in this 
case. The boy, now 11 years of age, is doing well in 
regular classes in the public school. 


A second case (Case 4, original series) illustrates 
control of the disease by iridencleisis combined with 
corneosclerectomy. In 1948, a 6 year old boy with 
advanced glaucoma, and an opaque cornea in one 
eye, underwent iridencleisis with corneosclerectomy of 
the Lagrange type first in the left eye and a month 
later in the right eye. Completely normal intra-ocular 
pressure followed. In 1953, the corrected vision was 
20/30 in the right eye and 20/200 in the left eye 
in spite of definite evidence of glaucomatous disk 
changes and field defects. 
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In a third case (Case 6, the first series), a boy, 
aged 5 years, was first examined in 1949. The corneas 
were very large with diffuse clouding. The intra- 
ocular pressure was too high to be registered. Bilat- 
eral perforating cyclodiathermy combined with cyclo- 
dialysis was followed by a normal intra-ocular pressure 
maintained until 1951. A penetrating kerotoplasty was 
then performed, first on the left eye and later on 
the right eye, with fairly satisfactory results until 
1954. At that time the intra-ocular pressure became 
elevated, ranging from 60 to 70 mm. Hg. (Schiétz) in 
spite of active local medication combined with Dia- 
mox. Two cyclodiathermy operations then were per- 
formed on the right eye and three on the left eye, 
the last one in June of this year, below in the two 
eyes, above in the left eye, and around the horizontal 
recti in both eyes. Following these procedures, the 
intra-ocular pressure was practically normal, being. 
with Prostigmin medication, 13 mm. Hg., a little low, 
in the right eye and 29 mm. Hg. in the left eye with 
the corneas clearing again even in the transplanted 
areas. The vision was “gross form” in one eye and 
excellent light perception and projection in the other. 
In such an almost hopeless case, with prolonged nor- 
malization of the intra-ocular pressure, the eyes may 
recover more function and be subjected again to 
keratoplasty. A good deal of beta irradiation has been 
applied to the corneas in the course of the treatment. 


Before presenting a new series of cases, I 
desire to pay tribute to Dr. B. Algan’ of 
Nancy, France, who, upon reading my 1952 
article, sent me his excellent monograph on 
congenital glaucoma. Figure 3 shows his eval- 
uation of the surgical treatment of this con- 
dition. It was his opinion that cyclodiathermy 
may be used at any stage of the disease and 
that certainly in the last two stages it is the 
operation of choice. 


In the present series of six cases there are 
two cases in which congenital glaucoma was 
associated with microphthalmia, one possibly 
with retrolental fibroplasia also, two cases in 
which it was associated with nevus flammeus; 
and two cases of simple congenital glaucoma 
in which goniotomy was associated with 
cyclodiathermy in the surgical treatment. 


Report of Cases 


Case 1. K. B., a white girl, aged 3 years, was 
seen in March, 1953. There was a history of very 
poor vision, if any, in the right eye and diminished 
vision in the left eye. She was a twin, born two 
months prematurely and was an extremely nervous 
and irritable child. The other twin died one week 
after birth. There was one sister, aged 1 year, who 
was normal and well. 


On ocular examination, there was pronounced 
focusing nystagmus and apparent internal deviation 
of the left eye of about 40 degrees. The corneal 
measurements were 10 mm. in the right eye and 
10.5 mm. in the left eye. Intense corneal clouding 
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was present in the right eye; the anterior chamber 
was very shallow, and there was a homogeneous type 
of iris with no view of the grounds obtainable. The 
left eye was not remarkable anteriorly, but fundu- 
scopic examination showed a rather highly myopic 
fundus with a large retinal fold or septum extending 
from the disk to the region of the ora temporally. 
Pigmentary changes were present in the fundus. As- 
certained under deep anesthesia, the intra-ocular 
pressure was 83.2 mm. Hg. (Schiétz) in the right eye 
and 24 mm. Hg. in the left eye. 

Nine days after the first examination, cyclodia- 
thermy was performed on the lower half of the globe 
in the right eye. Fifty penetrating punctures were 
made at a distance of 6 to 8 mm. from the limbus. 
At this time transillumination of the globe gave 
negative results. The intra-ocular pressure was nor- 
malized for 2 months and then became elevated 
to 48.3 mm. Hg. The same cyclodiathermy procedure 
was repeated on the upper half of the globe. Six 
months later, the intra-ocular pressure was 22 mm. 
Hg. and some clearing of the cornea had taken place, 
but no details of the fundus could be made out. 
In the meantime, the left eye had been straightened 
by a recession of the internal rectus at the time of 
the first examination and a resection of the external 
rectus at the time of the second cyclodiathermy. 


Nineteen months postoperatively, the mother re- 
ported that she had consulted Dr. Murray F. Mc- 
Caslin of Pittsburgh, Pa., who stated that the tension 
in the right eye was practically within normal limits. 
She added that this eye now has a more or less 
normal appearance instead of being milky white, that 
the vision in the left eye has improved markedly, 
and that with regard to nervous pattern the patient 
has made great improvement. Dr. McCaslin recently 
sent me a very favorable report on this case. 


Case 2. E. P. A., a white boy, aged 15 months. 
was first examined in April, 1953. The complaint 
was impaired vision in the right eye. There was a 
history of birth one month prematurely. The child 
was highly nervous and excitable. The mother had 
not been ill during the pregnancy and delivery had 
been normal. There had been no other pregnancies. 
An ophthalmologist in a nearby city had prescribed 
a l per cent solution of pilocarpine for the right 
eye and a steroid ointment. 

On ocular examination, there was considerable nar- 
rowing of the right palpebral fissure. The corneal 
measurement was 10.5 mm. in this eye while in the 
left eye it was 11.5 mm. In addition, corneal cloudi- 
ness of considerable degree, edema, a rather shallow 
chamber, appreciable atrophy of the iris, and complete 
leucocoria were observed. Dentate processes could be 
made out in the periphery, and apparently a retro- 
lental membrane could be made out, but details were 
difficult to visualize as the pupil was small and 
somewhat bound down. Transillumination of the globe 
gave negative results. The intra-ocular pressure, de- 
termined under deep anesthesia, was so elevated it 
did not register. Examination of the left eye gave 
essentially negative results in all details including 
repeated determinations of the intra-ocular pressure. 


Two weeks later, cyclodiathermy was performed on 
the lower half of the globe in the right eye. Sixty 
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penetrating punctures were made at a distance of 
5 to 7 mm. from the limbus. The intra-ocular pres- 
sure was controlled for two months. With increasing 
pressure, cyclodiathermy was repeated above and re- 
sulted in control of the pressure for six months. 
Local miotic measures then were used, and on the 
last examination, one year after the original opera- 
tion, the pressure was in the mid-forties, the cornea 
had cleared, the eye was white, and the child’s gen- 
eral condition had improved. 


In this case roentgen examination of the skull gave 
no evidence of abnormality. In my opinion, the ex- 
tremely elevated intra-ocular pressure in this type 
of eye is a great factor in the nervous instability 
of the child, and hence of the mother. 

Case 3. C. B., a white girl, aged 3% months, 
was first brought to me for examination in Decem- 
ber, 1952, because both eyes were milky white; she 
rolled and blinked the eyes, and light seemed to 
hurt them. She was an only child, and there was a 
history of cesarean birth at seven months. The mother 
had received a considerable amount of medication 
for the kidneys during the pregnancy. 


The infant was a robust child with pronounced 
nevus flammeus on both sides involving the first, 
second and third distributions of the fifth nerve. 
There was mild injection of both eyes. The corneal 
measurements were 13 mm. and there was much cor- 
neal edema. The chambers were deep, the pupils 
fixed and the iris more or less flattened in appear- 
ance. The intra-ocular pressure was 62 mm. Hg. 
(Schiétz) in the right eye and 55 mm. Hg. in the left 
eye. 

Immediately after a complete pediatric survey, in- 
cluding roentgen examination of the skull, with nega- 
tive results, cyclodiathermy was performed on the 
lower half of the globes. The intra-ocular pressure 
remained down for one month. With increasing pres- 
sure, cyclodiathermy was then repeated above with 
no difficulty. The pressure was controlled for 6 
months before it became necessary to repeat cyclodia- 
thermy on the nasal and temporal sides, particularly 
in front of and behind the insertion of the horizontal 
recti. Thereafter the pressure was controlled without 
medication for the succeeding 8 months. Gonios- 
copy was then performed by the Barkan technic, 
with classical findings of deep chambers, a forward- 
placed iris with arcades in its structure, and a glary 
white area in the angle. 


Four months later a distress call came from the 
parents in a mid-Western state. They related that 
the intra-ocular pressure had risen and that the 
examining ophthalmologist was referring the child to 
a Chicago ophthalmologist. On their own initiative 
they brought the child back to me, and the examin- 
ing physician wrote that the intra-ocular pressure 
was in the eighties. 


My examination, made under deep general anes- 
thesia, disclosed that the eyes were in almost perfect 
condition. The intra-ocular pressure was 24.5 milf Hg. 
in the right eye and 21.2 mm. Hg. in the left eye. 
A good view of the fundi was obtained, and definite 
glaucomatous changes in the nerve heads were ob- 
served. 


The child had mild convulsions at times and was 
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receiving Dilantin therapy in moderate dosage. Cor- 
respondence with the examining ophthalmologist, who 
had referred the patient to a Chicago colleague, dis- 
closed that he had ascertained the intra-ocular pres- 
sure while the child was screaming. Dr. Barkan’s 
advice is that endotracheal anesthesia be used to 
determine intra-ocular pressure in cases of this type. 

Case 4. S. H., a white boy, aged 11 years, was 
brought to me for examination in March, 1954. 
Glaucoma had been diagnosed recently after tests 
of vision in school had indicated a defect in the 
right eye. There was a nevus flammeus on the right 
side involving the forehead, cheek, side of the nose 
and the upper lip. The mother had experienced no 
illness during the pregnancy and delivery was nor- 
mal. There was one sister living and well. The pa- 
tient was making excellent progress in his classes at 
school. He had experienced no convulsive seizures. 

Palpebral fissures measured 15 mm. in the right 
eye and 14 mm. in the left eye as noted on ocular 
examination. The corneal measurements were 13 mm. 
in the right eye and 12 mm. in the left eye. Both 
eyes were white and quiet. The anterior segments 
showed deep chambers. The pupils were regular and 
equal and reacted normally. Funduscopic examina- 
tion indicated a possible tendency to coloboma of the 
disk in both eyes with a displacement of the vessel 
funnel to the nasal side and cupping in the right 
disk. The intra-ocular pressure was 62 mm. Hg. 
(Schiétz) in the right eye and 25 mm. Hg. in the left 
eye. The peripheral fields were essentially normal 
and the same in the two eyes. The blind spots meas- 
ured 6 by 9 degrees in the right eye and 5 by 7.5 
degrees in the left eye. There was a decrease in the 
facility of aqueous outflow of 0.07 in the right eye 
and 0.17 in the left eye (Fig. 4). The uncorrected 
vision was 20/50 minus in the right eye and 20/20 
in the left eye, correcting in the right eye to 20/30 
plus at distance and a Jaeger 2 at near vision. 
Gonioscopy disclosed a forward-placed iris and tissue 
in the wide angle of a whitish homogeneous type in 
the right eye. 


Cyclodiathermy was performed on the right globe. 
The intra-ocular pressure was controlled thereafter 
for 3 months before it was increased again to 
as high as 37.5 mm. Hg. although therapy consisted 
of Prostigmin, Hydrocortone locally and Diamox by 
mouth. The parents were advised that a second 
cyclodiathermy should be performed in this eye. 
Upon examination of the child’s eyes, Dr. John H. 
Dunnington of New York concurred in this opinion. 

The patient is now under the care of an ophthal- 
mologist in a neighboring town. At the last exami- 
nation, there had been no change in the corrected 
vision, the fields, or the facility of aqueous outflow. 

Case 5. J. B., a Negro boy, aged 3 months, was 
examined in February, 1954. The infant was an only 
child, and delivery had been normal. The mother 
related that since birth the child’s eyes had been 
milkywhite in appearance, sensitive to light, and un- 
able to focus on objects. The family history was 
irrelevant. 


On ocular examination, the eyes were fairly white. 
Corneal edema of considerable degree was present 
in the right eye and was much more pronounced 
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in the left eye. The corneal measurements were 12 
mm. in the right eye and 13 mm. in the left eye. 
There were deep chambers and fixed pupils. No view 
of the fundus was obtainable. The intra-ocular pres- 
sure was 67 mm. Hg. (Schi6tz) in the right eye and 
92 mm. Hg. in the left eye. Gonioscopy, carried out 
at once in both eyes under general anesthesia, dis- 
closed the classical angle findings associated with 
congenital glaucoma. 

Bilateral cyclodiathermy on the lower half of the 
globes resulted in the control of the intra-ocular 
pressure for 2 months. Goniotomy then was per- 
formed on the nasal angle of the left eye covering 
about 135 degrees. As the intra-ocular pressure was 
44 mm. Hg. in both eyes one month later, bilateral 
cyclodiathermy was performed above, and after an- 
other month had elapsed, goniotomy of the same 
type was performed on the right eye. During August 
and September the eyes were in highly satisfactory 
condition, with the intra-ocular pressure remaining 
in the high thirties with Prostigmin medication ad- 
ministered twice daily. It was obvious that useful 
vision was present. 


Since the father was in military service and leaving 
the area shortly, it was decided to perform a third 
cyclodiathermy of moderate type around the _ hori- 
zontal recti. During the operation the child expired 
apparently as the result of aspiration of fluid contents 
into the tracheobronchial tree. This was proved at 
autopsy. I would almost consider the result in this 
case a surgical cure or arrest of the glaucomatous 
process even before the last operative procedure. Un- 
fortunately, it was not possible to procure the eyes 
for sectioning. 


Case 6. B. G. S., a white boy, aged 42 months, 
first examined in September, 1953, had had defective 
eyes since birth. They seemed to dance and be in- 
tolerant to light. Upon delivery at full term after 
normal labor, the infant weighed 10 pounds. The 
mother, however, had experienced a severe attack of 
influenza midway in the pregnancy. A brother and 
a sister had normal eyes. The child had undergone 
goniotomy on both eyes at a large southern medical 
center 10 days before coming under my care. 


On ocular examination, the corneal measurements 
were 15 mm. in the right eye and 14 mm. in the 
left eye. In the right eye the cornea was cloudy and 
edematous. There was a deep chamber with a 
coloboma of the iris to the nasal side in the hori- 
zontal meridian half way between the pupillary mar- 
gin and the limbus. In the left eye there were 
multiple linear colobomas in the same relative area. 
The pupils were small, and no view of the fundi 
could be obtained. The angles presented a_ typical 
picture of congenital glaucoma. No definite evidence 
of operative intervention could be made out in the 
angles. The intra-ocular pressure was 37.5 mm. Hg. 
(Schi6tz) in the right eye and 25.6 mm. Hg. in the 
left eye with pilocarpine medication and massage. 
Local therapy was changed to Prostigmin. 

Ten days after this first examination and 3 
weeks after the surgery performed elsewhere, the 
intra-ocular pressure was 62.9 mm. Hg. in the right 
eye and 55 mm. Hg. in the left eye. At this time 


goniotomy was performed on the right eye and 


‘ 
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shortly afterward on the left eye, with utilization of 
a large portion of the nasal angle. Thereafter the 
pressure was normalized in the right eye for 2 
months and in the left eye for about 6 months. 
Two months after goniotomy was performed, this 
operation was repeated in the right eye, with utiliza- 
tion of the lower angle. The intra-ocular pressure, 
which at that time was 48.3 mm. Hg. in the right 
eye and 29.6 mm. Hg. in the left eye, was thereafter 
controlled for another 5 months in the right eye 
and remained relatively normal in the left eye. With 
the pressure then increased to 44.6 mm. Hg. despite 
Prostigmin therapy and massage, cyclodiathermy was 
performed below in the right eye. 

Since the pressure one month later was 44.6 mm. 
Hg. in both eyes, cyclodiathermy was repeated above 
in the right eye and was performed below in the 
left eye, with resulting control of the pressure in 
the right eye only for one month. Goniotomy then 
was performed for the third time in the right eye. 
The pressure has since remained normal in both 
eyes. 

Unfortunately, there developed in the right eye a 
subluxated cloudy lens, which became dislocated al- 
most completely out of the pupillary space. Conse- 
quently, a through and through discission with thor- 
ough maceration of the cortex was performed. Ab- 
sorption of the lens is now complete in this eye. 
The fundi are easily visible. The intra-ocular pressure 
in both eyes hovers around 25 mm. Hg. with no medi- 
cation. It is obvious that the child sees fairly well in 
spite of high myopia, which of course will be neu- 
tralized by the aphakia in the right eye. 


Discussion 


In the two cases of congenital glaucoma 
associated with microphthalmia in the present 
series, definite improvement following cyclo- 
diathermy was reflected in one case by nor- 
malization of the intra-ocular pressure and 
in the other case by fairly well controlled 
pressure with the aid of miotics. In two cases 
the disease was associated with Sturge-Weber 
syndrome; in one case multiple cyclodia- 
thermies effected control of the intra-ocular 
pressure in the two eyes, and in the other case 
one cyclodiathermy resulted in partial control. 
In the latter case a second operation was 
advised with the concurrence of Dr. Dun- 
nington. 

In the remaining two cases, simple congeni- 
tal glaucoma was arrested, or practically so, 
with a combination of goniotomy and cyclo- 
diathermy in multiple procedures. This com- 
bination appears to me to be ideal for the 
ophthalmologist who occasionally operates in 
cases of this type; most ophthalmic surgeons 
belong in this group for the condition is 
encountered with relative infrequence. In a 
personal conversation at the recent Interna- 
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tional Congress, Dr. Roger Weekers of Bel- 
gium stressed the importance of an operation 
devised to control the rate of aqueous inflow 
and also the facility of aqueous outflow. In 
my opinion combining these two procedures 
provides an appropriate and relatively simple 
means of accomplishing these objectives. 

It is to be remembered that goniotomy be- 
comes a difficult procedure if the temporal 
angle is attacked by an approach across the 
bridge of the nose with the knife. 

Congenital glaucoma associated with mi- 
crophthalmia probably can be handled more 
easily with multiple cyclodiathermies. In my 
limited experience cyclodiathermy is a much 
safer procedure. I believe the colobomas in 
the iris in case 6 were of traumatic origin 
and not congenital, as frequently occurs in 
congenital glaucoma; also, the lens, which 
may have been spontaneously dislocated, 
doubtless became clouded following trauma 
incurred at the same time the coloboma of 
the iris was produced in this eye. 

It has been estimated that 70 per cent of 
the cases of congenital glaucoma occur in 
males. In the 12 cases in this and my earlier 
series, there were nine boys and three girls. 
The sex incidence of 75 per cent in males in 
these cases substantiates this estimate. 


Summary 


The value of cyclodiathermy in the treat- 
ment of congenital glaucoma is discussed, 
and its role in combination with goniotomy 
is evaluated. The belief is expressed that cy- 
clodiathermy alone frequently will control this 
disease and that in certain cases goniotomy, 
by facilitating aqueous outflow, and cyclodia- 
thermy, by decreasing aqueous production, 
when combined, provide an excellent means 
of obtaining the surgical objective of con- 
trolling the intra-ocular pressure. 

The technic of the operation by the newer 
method, which includes placing the penetra- 
ting punctures a greater distance from the 
limbus than formerly, is described. 

A series of six cases is reported in which 
cyclodiathermy was used effectively. In two 
of these cases this therapy was combined with 
goniotomy. There were two cases of simple 
congenital glaucoma, two cases with associated 
nevus flammeus and two cases with associated 
microphthalmia. 
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It is concluded that cyclodiathermy, as 
performed by the newer technic, is a safe and 
frequently effectual procedure in the treat- 
ment of congenital glaucoma. 


Addendum 


Since the presentation of this paper I have had 
three additional cases of congenital glaucoma, the 
treatment of which followed more or less the same 
surgical pattern with satisfactory results. Too short 
a time has elapsed, however, for complete evaluation 
in these cases. 
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Report of Six 


Recent Trends in the Surgical 
Management of Peptic Ulcer 


G. TURNER HOWARD, JR., M.D., Knoxville, Tenn. 


The author considers the complications of peptic ulcer and the mode of attack upon them. 
Gastric ulcers offer an especial problem because of the difficulty of differentiation between 


benign and malignant lesions. 


SURGICAL PROCEDURES like many other forms 
of endeavor are subject to varying periods of 
popularity. This is justly so because we must 
find out through controlled experience what 
will give the best results with the lowest mor- 
tality to our patients for any given surgical 
condition. A case in point is vagotomy for pep- 
tic ulcer. 


This procedure became very popular and 
was widely used for several years throughout 
the country, but the trend is definitely away 
from its use today. Marshall’ as early as 1949 
stated that patients treated with vagotomy had 
more postoperative difficulty, more severe and 
more persistent symptoms and just as many 
recurrent ulcers as a similar group of patients 
who had partial resection only. Johnson and 
Orr? have abandoned the operation alone al- 
together, and have strictly limited its use to 
accompany gastroenterostomy. Numerous oth- 
ers have gradually abandoned or limited the 
use of vagotomy. Even Dragstedt® has reported 


*Read before the Section on Surgery, Southern Medical As- 
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recurrence of gastric ulcer after complete vagot- 
omy as have others.8 Nevertheless, vagotomy 
should not be discarded. It serves a definite 
purpose even though it may be a limited one. 
Certainly it is the operation of choice in cer- 
tain selected patients with marginal ulcer. If 
the jejunal ulcer follows inadequate gastric 
resection, re-resection at a higher level should 
be done which may or may not be combined 
with vagotomy. Recently some surgeons have 
advocated a vagotomy combined with a less 
radical gastric resection for ulcer as a routine 
procedure. Final evaluation of this approach 
cannot be given until more time has elapsed. 
Vagotomy is a good operation to have in the 
surgeon’s armamentarium for use in a patient 
who would not stand adequate resection, but 
certainly should always be combined with a 
gastroenterostomy. 

Peptic ulcer seems to be increasing in its 
proportion to our total population as well as 
in the actual number of cases encountered.‘ 
The etiology is still not well defined or clear 
cut. When more is known of the basic factors 


in 
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involved in the etiology, perhaps less contro- 
versy over treatment and more standardiza- 
tion will develop. At the present time when 
medical treatment fails surgery is indicated. 
It has been stated that surgery is only indi- 
cated for the complications of the disease 
which will comprise roughly 20 per cent of the 
cases. Surgery is indicated for: (1) Perfora- 
tion; (2) obstruction; (3) hemorrhage; (4) 
failure of medical management or intracta- 
bility: and (5) suspicion of carcinoma. 


Perforation 


\cute pertoration of an ulcer is one condi- 
tion that demands immediate operation. It has 
been well established that the earlier the per- 
foration is closed, the lower the mortality rate. 
Nevertheless, recently there have been a num- 
ber of reports from England of the nonopera- 
tive treatment of perforated ulcer. In these 
cases antibiotics are administered and the 
stomach kept empty by suction. We are in 
agreement with Texter and Barborka® that 
such therapy should by all means be limited 
to those cases of many hours duration which 
have sealed off, or in those where surgical clos- 
ure cannot be accomplished. 


‘There has been a recent trend in some sur- 
gical circles to do gastric resection in cases of 
acute perforation. However, we feel that any 
patient who has had the severe peritoneal in- 
sult with the resultant electrolyte imbalance 
that accompanies perforation is never in as 
good condition as those who are properly pre- 
pared for major gastric surgery. This invites a 
higher mortality and morbidity. Also some pa- 
tients who have had perforation never require 
subsequent surgical treatment. Therefore, one 
may be actually doing an unnecessary opera- 
tion that carries a higher mortality by doing 
gastric resection on patients with acute per- 
foration. Simple closure of the perforation by 
plication and the use of an omental tab to 
cover the hole is perhaps the best operation.® 
The abdomen should be carefully emptied of 
fluid by suction, particularly behind the liver 
and in the pelvis; it is then closed without 
drainage. 

Obstruction 


The ulcer of long standing may gradually 
produce so much scar tissue that the pylorus 
becomes obstructed or nearly so. The stomach 
gradually dilates and the patient begins to 
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vomit and lose weight. Obstruction is proven 
by x-ray examination. Care must be taken to 
rule out pylorospasm or edema. A vigorous 
trial of good medical management sometimes 
dramatically relieves the obstruction in those 
who have active ulcers with spasm and/or 
edema. Nevertheless, subtotal gastric resection 
is the treatment of choice if medical manage- 
ment fails to relieve the obstruction. Simple 
gastroenterostomy still may be the most suit- 
able operation for certain old or poor risk pa- 
tients with low acid levels. Even the old pa- 
tient with low acid levels and obstruction may 
have a recurrence of activity of the ulcer, and 
should be kept on an ulcer regimen if treated 
by this method. Restoration of the function of 
the stomach allows return of the usual acid ac- 
tivity and thus brings about earlier vulner- 
ability of such patients to their ulcer.* 


Hemorrhage 


Severe hemorrhage many times occurs as a 
result of erosion of the ulcer into one of the 
larger blood vessels on the posterior wall of 
the duodenum. However, equally severe hem- 
orrhage sometimes occurs through shallow 
erosions into small arteries in the stomach or 
duodenum. For some time a great number of 
surgeons have held to the rule that anyone 
having had two or more massive hemorrhages 
should have a gastric resection and anyone 
past the age of 45 who has had one massive 
hemorrhage should have a resection. 


The problem of active massive hemorrhage 
from a peptic ulcer is a controversial one. 
Stewart and associates define “‘massive’’ hemor- 
rhage as bleeding of such severity as to lower 
the total circulating red cell mass to less than 
60 per cent of normal.® Needless to say there 
are varying degrees of acute hemorrhage. The 
real problem of surgical judgment is to deter- 
mine which ones to operate upon immediately 
and which ones will recover under medical 
management. A certain group of patients will 
have a prohibitive mortality when treated con- 
servatively. These are patients who have acute, 
rapid and profuse hemorrhage which con- 
tinues and constitutes an imminent threat to 
life. Formerly it was felt that roentgenologic 
studies in patients with active bleeding from 
ulcers was too dangerous. However, there is no 
substitute for accurate diagnosis and the re- 
cent trend has been more and more toward 
early roentgenologic examinations particu- 
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larly if a previous positive diagnosis was not 
available.!° 

Although there are some who still believe 
in the conservative management of massive 
hemorrhage from ulcers,!! including some ex- 
cellent reports on the topical use of powdered 
Gelfoam and thrombin,!* more and more sur- 
geons are operating on these patients earlier. 
Stewart and associates state that early gastric 
resection offers the best results in the treat- 
ment of acute massive hemorrhage from peptic 
ulcer, provided proper surgical and transfu- 
sion facilities are at hand. This offers defini- 
tive treatment in that the anemia can be cor- 
rected, the bleeding arrested, and the tendency 
to form new peptic ulcers can be con- 
trolled.®-!2 

There must be some criterion for surgical 
intervention. The indications are of course 
flexible and each case should be individual- 
ized. Patients past 45 years of age who have 
had profuse hematemesis and who show signs 
of continued bleeding over a period of twelve 
to twenty-four hours require surgical inter- 
vention. Recurrent massive hemorrhage par- 
ticularly in the older age group, whether it 
occurs days or weeks after the initial episode 
is an indication for immediate operation. 
Massive hemorrhage superimposed on a 
known pyloric obstruction is best treated by 
early operation. Although the younger age 
group may be observed for slightly longer pe- 
riods, provided a satisfactory blood pressure 
level is maintained with reasonable quanti- 
ties of blood; delay of operation beyond the 
forty-eight hour period increases the operative 
risk. 


It is well known that hemorrhage from a 
peptic ulcer is much more likely to stop spon- 
taneously in the younger patients than in the 
old, since the arteries are not sclerotic in the 
younger ages. However, fatal hemorrhages do 
occur in young people.!? Therefore, one can- 
not continue indefinitely on conservative 
treatment of these patients in the face of con- 
tinuing acute, rapid, and profuse hemorrhage. 
To illustrate this point the following case is 
reported. 

W. P., a 30 year old doctor was admitted to the 
East Tennessee Baptist Hospital on April 5, 1953, giv- 
ing the history of having had the onset of epigastric 


pain 5 months previously. He had a roentgenogram 
showing equivocal evidence of duodenal ulcer which 


disappeared on medical management in 5 weeks. 
Three days before admission the patient noticed ano- 
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rexia and malaise and the day before admission he had 
two dark stools. He vomited “coffee ground” material 
twice early on the day of admission. 

Examination showed a well developed and nourished 
male somewhat pale but in no pain. There was no ab- 
dominal tenderness or other abnormality. Blood pres- 
sure was 110/74, pulse 90, temperature 100°. Red cell 
count was 3,100,000, Hgb. 9.6 Gm. or 62%, white cell 
count 8,950, and differential normal; urine was nega- 
tive. 

Course. He continued to bleed as shown by tarry 
stools and lower hemoglobin determinations but his 
blood pressure stayed within normal levels. He had 
four transfusions in the first twenty-four hours. Seven 
transfusions were required in the next twenty-four 
hours but he never went into shock. Then the patient 
started vomiting bright blood and Gelfoam and throm- 
bin therapy was tried. Operation was considered but 
the patient apparently stopped bleeding. Then on 
April 9 the patient suddenly began vomiting large 
amounts of blood, and in spite of rapid replacement of 
blood, requiring ten transfusions, he went into shock 
with a blood pressure of 84/50 and a pulse of 132. 
Operation was felt to be a matter of grave emergency 
but there was not enough compatable blood available 
for operation. Finally, when enough blood was avail- 
able the patient was taken to the operating room 
with three transfusions running at once, utilizing two 
legs and one arm. 

Operation. Active bleeding from a shallow ulcer in 
the first portion of the duodenum was found through 
an opening made in the stomach and extending into 
the duodenum. The ulcer bed was plicated with silk 
and the patient's condition was evaluated. His condi- 
tion improved dramatically when the bleeding was 
controlled. His blood pressure quickly rose to normal 
and the anesthesiologist gave the opinion that he could 
stand a gastric resection. An anterior Hofmeister type 
of resection was done, resecting two-thirds to three- 
fourths of the stomach. Four thousand cc. of blood was 
used during the operation. Although his temperature 
went to 106.4° per rectum on the operating table, ap- 
parently due to a transfusion reaction, the patient 
made an uneventful recovery except for some 
atelectasis of the left lower lobe relieved by bronchos- 
copy on the second postoperative day. 

He was discharged from the hospital on his seven- 
teenth postoperative day. 


Intractability 


There are those ulcers that are resistant to 
the best of medical treatment. They are not 
numerous but represent about five per cent of 
ulcer patients. Sometimes an ulcer may seem 
to be intractable, but the continuance of symp- 
toms may be due to the lack of cooperation on 
the part of the patient. This factor must be 
considered before subjecting the patient to 
subtotal gastrectomy, which is the treatment 
indicated for intractable ulcers. Among the pa- 
tients found in this group are those who have 
ulcers penetrating deep into the pancreas 
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which are slow to heal and recur frequently. 
Patients who have had walled off perforations 
do poorly on medical management even when 
hospitalized at frequent intervals and may re- 
quire resection. 


One problem that is seen quite frequently 
is the one presented by the patient who re- 
sponds to medical management while in the 
hospital but has a prompt recurrence shortly 
after discharge from the hospital. One’s man- 
agement of such cases depends on the severity , 
of the recurrences and the degree of disability. 
Psychiatric consultation is of value in some of 
these patients. Others have so much loss of 
time from work and are so miserable with 
pain that they welcome the chance of relief 
through operation. There are other patients 
that simply will not respond to any known 
medical regimen for no particular reason and 
do not receive any relief until they have the 


ulcer resected. 


Suspicion of Cancer 


Cancer of the stomach presents a real chal- 
lenge to the medical profession because of its 
wide prevalence and poor prognosis. The inci- 
dence of malignant degeneration in gastric ul- 
cer has been reported as between 5 per cent 
and 20 per cent in the literature. Marshall re- 
ports 131 gastric ulcers in which the patient 
came to operation because the ulcer failed to 
heal or recurred. Of these cases 26 were found 
to be malignant with an incidence of 19.8 per 
cent.'* Because of these facts the trend has 
been toward earlier operation for gastric 
ulcers. 


The location of the ulcer has much to do 
with how strong the suspicion of cancer is. 
While cancer developing in a duodenal ulcer 
can be almost disregarded because it is so rare, 
ulcers of the greater curvature of the stomach 
are very suspicious and should all be subjected 
to resection. Ulcers of the pylorus and antrum 
are also subjects of suspicion and should have 
the benefit of surgery. Lesions on the lesser 
curvature are less likely to be malignant, but 
any gastric ulcer should be treated intensively 
and have careful follow-up so that failure 
of complete healing or recurrence is followed 
immediately by gastric resection. Four weeks is 
ordinarily given as the time limit for healing 
or marked regression.’5.16 Gastric analysis and 
cytological studies of the stomach washings are 
of great aid in deciding which gastric ulcers 
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should be considered malignant. Repeated 
examinations of the stool for occult blood, gas- 
troscopic examinations as well as repeat roent- 
genologic studies are all important in making 
the differentiation between the benign and 
malignant ulcer. The results of gastric resec- 
tion for gastric ulcer are very good. The occur- 
rence of marginal ulcer following surgery is 
much less than in resections for duodenal 
ulcer. 

Comment. Marshall and Lamphier stress 
the importance of removing enough of the 
stomach in doing a gastric resection for ul- 
cer.17 They state 70 to 80 per cent of the 
stomach must be sacrificed. Failure to remove 
the actual ulcer is often followed by poor re- 
sults. Therefore, the ulcer should be removed 
if at all possible, even including the densely 
adherent duodenal ulcers. Improved pre- and 
postoperative treatment combined with bet- 
ter anesthesia have made the subtotal gastric 
resection a safer operation than formerly and 
has proven to be the treatment of choice of 
most of the complications of peptic ulcer. 
Good results may be expected in the great ma- 
jority of patients treated in this manner. 

We are in agreement with Marshall’, Stew- 
art'* and others that the anterior Hofmeister 
type of anastomosis is the preferable operation 
for peptic ulcer. Only 4 per cent of our pa- 
tients have demonstrated the so called “dump- 
ing syndrome” early after resection using this 
type of operation. No one reports a prohibi- 
tive mortality for this type of operation any- 
more, the operative mortality being less than 
2 per cent. Garlock and Lyons!® recently re- 
ported 116 consecutive gastric resections for 
duodenal ulcer without a death. 


Summary 


(1) There has been a recent trend away 
trom the widespread use of vagotomy alone or 
vagotomy with gastroenterostomy in the treat- 
ment of peptic ulcer. 

(2) Gastric resection, done for the acute 
perforation of ulcers has been reported more 
frequently of late, but it is believed that such 
a major procedure would best be done when 
the patient is properly prepared, and in better 
physiological balance. 

(3) There has been a healthy trend in favor 
of earlier operation for patients with massive 
hemorrhage, and the operation of choice is 
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subtotal gastrectomy if the patient’s condition 
will permit it. 

(4) Fear of roentgenologic examinations in 
face of bleeding is subsiding somewhat and 
there is a tendency toward early roentgeno- 
grams for accurate diagnosis. 

(5) Gastric ulcers are notoriously dangerous 
from the standpoint of malignant degenera- 
tion and there are more surgeons who favor 
early resection than formerly, particularly if 
such lesions do not respond to medical treat- 
ment within 4 weeks. 
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Gastric Ulcer, 


Discussion (Abstract) 


Dr. Robert W. Bartlett, St. Louis, Mo. Dr. Howard 
is to be commended for his very clear resume of cur- 
rent practice in the surgical treatment of peptic ulcer. 
I am in general agreement with what he has said, but 
would like to comment on several of the points which 
he has discussed. 


It was formerly thought that if vagotomy actually 
had a place in the treatment of peptic ulcer it was 
probably for the marginal variety occurring in the 
jejunum at the site of gastroenterostomy. However, we 
now know that marginal ulcers may recur some 3 to 5 
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years after vagotomy for this disease, and so at Wash- 
ington University and Barnes Hospital it is pretty 
generally the practice to carry out a 75 per cent gastric 
resection or re-resection, whenever technically possible, 
rather than vagotomy. 

I would also like to call to your attention a situation 
which we encounter occasionally where a marginal 
ulcer has appeared following a completely inadequate 
previous gastric resection. The situation to which I re- 
fer results from the failure of the original surgeon to 
have completely resected the pylorus and all of the 
pre-pyloric mucosa. Under these circumstances a mar- 
ginal ulcer is certain to develop, just as in the case of 
the old fashioned pyloric exclusion operation no longer 
practiced. For this reason I always inspect the duodenal 
stump when an inadequate resection is found. 


Regarding hemorrhage, it is quite true that there is 
a definite tendency towards earlier operation for mas- 
sive hemorrhage associated with peptic ulcer. How- 
ever, there are certain facts which must be kept in 
mind if the mortality rate is to be kept down to a 
minimum. About 75 per cent of all massive upper 
gastrointestinal hemorrhage is due either to gastric, 
duodenal or marginal ulcer and it has been clearly 


, Shown in numerous reports that on a conservative reg- 


imen of complete blood replacement, frequent feed- 
ings, and adequate sedation in at least 85 per cent of 
these instances the bleeding will stop spontaneously so 
that the patient can be prepared for a perfectly safe 
elective gastrectomy at a somewhat later date. 

In from 10 to 15 per cent of the acute ulcer bleeders 
the hemorrhage fails to stop within 48 hours, as indi- 
cated by continuing hematemesis and melena and fail- 
ure of the blood pressure and pulse to stabilize despite 
the transfusion of large amounts of blood. Such pa- 
tients then become candidates for surgery without fur- 
ther delay. Prompt surgery is especially indicated in 
patients more than 45 years of age who stand tissue 
anoxia less well, who are subject to more complicating 
visceral degenerative diseases and in whom the process 
of thrombosis of the bleeding vessel is less efficient. 


The above rather widely practiced routine is stated 
for contrast with that of Stewart, as mentioned earlier 
by Dr. Howard. The Stewart group has highly special- 
ized teams which operate for hemorrhage immediately 
after rapid evaluation of the patient and institution of 
supportive therapy has been initiated. Their original 
reports indicated an operative mortality of about 15 
per cent and their more recent reports of around 7 
per cent under this regimen. If this be the case, under 
such highly specialized circumstances, one would cer- 
tainly expect a prohibitive mortality in the average 
general hospital following the same procedure. 

Turning now to another phase of the problem, | 
think we are all agreed that the majority of instances 
of duodenal ulcer can be controlled on a medical reg- 
imen, and that gastric ulcer which heals promptly 
can be handled in a similar manner. However, there 
are certain individuals, such as farmers and coal 
miners, many of whom cannot possibly stay on a care- 
ful ulcer diet plus frequent medication and still make 
a living, for whom gastric resection is frequently the 
treatment of choice. 


A final point which I wish to make concerns the 


il 
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treatment of the ulcer base at the time of gastrectomy, 
especially when it has perforated posteriorly into the 
pancreas. Under no circumstances should one attempt 
to dig out a benign ulcer base since he may thereby 
create a most troublesome pancreatic fistula. It has 
been my practice to place a small Penrose drain down 
to the ulcer base for perhaps 48 hours, and it is rare 
to see any complications resulting from the leaving 
behind of this benign base. 

Again, let me compliment Dr. Howard for his very 
thoughtful presentation. 


Dr. Claude J. Hunt, Kansas City, Mo. 1 think this 
presentation by Dr. Howard has covered the subject 
very well. I refer in this discussion to two points. One 
is that of hemorrhage which I think is a surgical con- 
dition if there is not rehabilitation of the patient 
within 18 or 24 hours. I think that these patients can 
be carried through operation, and in most instances 
the site of the ulcer can be removed at the time of the 
exploration during the period of hemorrhage. 


Now, then, I want to direct my remarks towards 
gastric ulcer, and I think it is only through that chan- 
nel that we have the opportunity of increasing the 
long-time survival rate of patients with cancer of the 
stomach. We have extended the scope of surgical treat- 
ment for cancer of the stomach about to its limit. The 
end results have not been too gratifying because most 
of the patients with cancer of the stomach are rather 
far advanced and require extensive operations and, 
therefore, because of their advanced state the end 
results have not been so very good. 

Now, from the standpoint of gastric ulcer it is 
through that avenue that we can hope to increase the 
long-time survival rate. We know that in instances 
where it has been statistically reported from over the 
country, the mistaken diagnosis between benign and 
malignant ulcer varies anywhere from 10 to 19 per cent. 
In our experience, it has been 11 per cent. In the re- 
ports by Welch and Allen it has been 14 per cent, by 
Waugh about 10 per cent, and by other institutions up 
as high as 18, as was mentioned here by the speaker 
in the report of Dr. Sam Marshall. 


Since we have no means by which to know whether 
a lesion is benign or malignant, it seems that a logical 
approach to the problem is to excise the ulcer and 
study it microscopically. We cannot depend upon re- 
sponse to medical management; we know we cannot 
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tell by radiological study whether a lesion is benign or 
whether it is malignant. The diameter of the crater of 
the ulcer is not a criterion, because there are many le- 
sions that have a diameter of three centimeters or less 
that, on section, will prove to be malignant, and there 
are many which are of three centimeters or more in 
diameter which on section will prove to be benign. 

We know that in early cases of ulcerative carcinoma 
of the stomach many will have free acid in the gastric 
contents, as high as 75 per cent. Also, we know that 
gastroscopic inspection of the ulcer is not infallible and 
that we cannot definitely say whether a lesion is be- 
nign or malignant. Often even when the abdomen is 
open and the lesion is inspected, and even when it is 
taken out and looked at grossly, one may be unable to 
determine the presence of malignancy. Only after care- 
ful serial sectioning and careful microscopic examina- 
tion can we say that the lesion is benign or malignant. 

Most gastric ulcer lesions have existed 3 or 4 
weeks before they come for examination. If on radio- 
logic examination a definite ulcer is shown, I believe 
they should be excised and carefully studied. Why do 
I think that? Because there is an error of 10 to 14 
per cent if one attempts to treat all gastric ulcers by 
medical measures. Secondly, the surgical treatment for 
gastric ulcer is a very satisfactory procedure. The mor- 
tality should be almost nil because there is no trouble 
in closure of the duodenal stump, which is the factor 
of greatest importance in surgery for duodenal ulcer. 
And the end results of surgical treatment of gastric 
ulcer are good; very few if any patients develop a 
stomal ulcer. If we believe the approach to the prob- 
lem of gastric ulcer is that of operation, we should 
teach that in our community, because there are too 
many medical men and general practitioners who con- 
scientiously approach this problem but who find out 
later that what they thought was a benign ulcer has 
turned out to be a malignant ulcer. 

I think the presentation by Dr. Howard was a very 
excellent one, and I am glad to have had the opportu- 
nity to listen to it. 

Dr. Howard (closing). 1 thank the discussers very 
much for their kind remarks and interesting discussion. 

I would like to state, in reference to Dr. Hunt’s re- 
marks, that it certainly is true that the gastric ulcer is 
a different breed of cats from the duodenal ulcer and, 
of course, should be approached differently. 
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Diagnosis of Common Bile Duct 


Obstruction’ 


LESLIE D. CASSIDY, M.D., St. Louis, Mo. 


The need for accurate diagnosis in obstruction of the common bile duct is essential to proper 
management. The author describes his approach to the problem of diagnosis. 


THIs piscussion will address itself to the recol- 
lection of some facts about obstruction of the 
common bile duct due to gallstones and an 
attitude which may make more helpful the 
use of bedside observation and well known 
laboratory tests for the positive identification 
of this type of obstruction. It is not a study. 
It is only a clinical footnote of a method found 
useful in practice. 


Clinical Characteristics 


Obstruction by a common duct stone is well 
called a ball valve type of obstruction. It con- 
sistently produces an intermittent type of 
blocking. The cardinal signs and symptoms 
of common duct stone have been listed by 
Lichtman,' and here they are given in the 
order assigned to their importance: (1) Jaun- 
dice; (2) upper abdominal pain; (3) swelling 
and tenderness of the liver; (4) chills and 
fever; (5) nausea and vomiting; and (6) flatu- 
lence and bloating. 

All these are most variable both in their 
presence in a particular episode of obstruction 
and also in the degree of their severity. Such 
an important characteristic as upper abdomi- 
nal pain may vary within its own scope as to 
quality and location. The same may be said 
about the size, surface, consistency and tender- 
ness of the liver. However, all of them do bear 
the same stamp of intermittency. 

But in jaundice we have a more true and 
faithful diagnostic point, and when it is found 
to be intermittent the diagnosis approaches 
certainty. It is not necessary to belabor the 
point that when the flow of bile through the 
choledochal system is blocked it regurgitates 
back into the blood stream and produces cer- 
tain effects within the body. When we are 
trying to establish or rule out the presence of 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Forty-Eighth Annual Meeting, St. Louis, 
Mo., November 8-11, 1954. 


stones in the common duct the problem is to 
determine first, is jaundice present in the clin- 
ical picture, and secondly, is it fluctuating in 
degree. 


Two general statements may be made about 
obstruction due to a common duct stone: 
(1) It may permit free flow of bile most of 
the time and only occasionally be obstruc- 
tive; or (2) it may be obstructive most of the 
time and only occasionally permit free flow. 


This gives us a range of obstruction which 
may be so slight and evanescent as to produce 
a subclinical hyperbilirubinemia determinable 
only by chemical methods, to an almost com- 
plete block producing jaundice apparently as 
unchanging as malignant obstruction. How- 
ever, here too, laboratory methods may dis- 
cern an invisible ebb and flow, which mark 
the benign type of obstruction. 


Let it be understood that there is a large 
group of cases of common duct obstruction 
which require no detailed study. Here the 
jaundice visibly waxes and wanes, and associ- 
ated with the other cardinal signs and symp- 
toms gives a picture which needs no labora- 
tory confirmation. To these may be added 
those cases where those efficient aids, radiol- 
ogy and needle biopsy, supply all the help 
required. This is a different chapter. 


Case Reports 


Case 1. M.C.M. was a white woman, aged 81, seen 
on March 3, 1948. She had been brought to an urolo- 
gist in St. Louis by an internist in Jefferson City, 
Missouri. After a genitourinary study a surgeon was 
called in and later further medical advice was sought. 


She complained chiefly of frequency, nocturia, dy- 
suria, and mild chills and fever. For a year there had 
been dribbling. Two weeks before her hospital admis- 
sion there began a series of chills lasting 2 days each. 
There were digestive symptoms of belching and bloat- 
ing after meals, associated at times with pain below 
both scapulas and with some distress in the upper 
abdomen. Nausea and vomiting had occurred on two 
occasions in the past 2 months. Nothing unusual 
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had been noted about bowel movements. A cholecys- 
tectomy had been done 18 years before. Also there had 
been a hysterectomy and two herniorrhaphies. 

Physical examination gave no findings of im- 
portance. 

Cystoscopic examination including pyelography was 
negative. 

X-ray study of gastrointestinal tract was negative. 

In the plain films of right upper quadrant an indefi- 
nite shadow was seen 3 by 3.5 cm. in size. 

Other pertinent laboratory work not shown in figure 
1 were: Alkaline phosphatase of 3.8 Bodansky units; 
Bromsulfalein, no retention in 30 minutes; cephalin- 
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cholesterol flocculation, negative at 24 and 48 hrs.; 
thymol turbidity, 4 units; and blood amylase (March 
10, 11) every 12 hours, 190, 146, 95 and 146 S. U. 


The subsequent course and important observations 
are best illustrated by graph (Fig. 1). 

From March 3 to 10 nothing of importance happen- 
ed, but at 7:00 a.m. of the 10th a temperature of 100.2° 
was recorded. As this might indicate an episode of 
obstruction, serial testing of her icterus index, serum 
bilirubin, amylase, and white count was begun. The 
changes which were caught were slight, of short dura- 
tion, but definite. They involved her temperature, 
white count, icterus index and blood amylase. The 
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serum bilirubin was a fiasco. It was reported consist- 
ently as less than 1.5 mg. This never happens in books, 
only in practice. The association of these findings with 
upper abdominal pain in the afternoon of that day 
gave us enough support in addition to the digestive 
history to advise common duct exploration in this aged 
woman. 


At operation, multiple small stones and sludge were 
found in her common duct. Recurrence of symptoms 
required another removal of stones in November, 1948. 


Case 2. A.F.P. was a white woman, aged 79. She 
was seen first at home in consultation with her fam- 
ily doctor, and several weeks later, on March 19, 1951, 
was admitted to the hospital for study. 


She complained of anorexia, loss of forty to fifty 
pounds in the past 4 months and jaundice for the 
same period of time. There had been general abdomi- 
nal pain and shifting joint pains over a period of 
several years. In the past 4 months there was an 
increased incidence of the abdominal pain. She was 
confining her diet to soft foods and liquids. There 
had been only a couple of episodes of vomiting; the 
vomitus had seemed to contain bile. 

This was her first admission to any hospital. She 
had been known for several years to have hyperten- 
sion; there had been some question of a stroke with- 
out residual abnormality. 


Her mother had died of carcinoma of the stomach 
at 67. 
Physical findings were chiefly a deeply jaundiced 
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woman with evidence of weight loss. She was mod- 
erately deaf. The scleras were icteric. Blood pressure 
was 180/90; the heart was negative and the lungs were 
clear. The abdomen was flat and doughy. The liver 
was palpated 10 cm. below the right coastal margin in 
the mid-clavicular line at about the level of the um- 
bilicus. It was largely irregular and of medium con- 
sistency. There was tenderness in the epigastrium and 
left upper quadrant. 


Bedside notes of interest. On March 21, she was 
chilling with a temperature of 100.4°. On March 29, 
she complained of abdominal soreness. Throughout, 
it is recorded that food was frequently refused. 

X-ray studies. Gastrointestinal examination discov- 
ered a large hiatal hernia with 60 per cent of the 
stomach above the diaphragm. The colon was nega- 
tive, as were the lungs. Plain films of right upper 
quadrant were negative. 


Pertinent laboratory findings not shown in the 
graph (Fig. 2): Red blood cells, 2,600,000; Hgb., 61 
per cent; serum proteins, 6.39; albumin 2.66, globulin 
3.73 Gm. per 100 cc. prothrombin time, 75 per cent; 
cephalincholesterol flocculation, 2 plus, and 3 plus; 
thymol turbidity, 11.9 units; and thymol flocculation, 
positive. On March 21, the alkaline phosphatase was 
5.2 Bodansky units, and the feces were negative for 
occult blood. On March 29, the blood diastase was 
21 units. 

Operation was performed on April 4, 1951. The gall- 
bladder was distended. The liver extended a hand- 
breadth below the costal margin and was of firm con- 
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sistency; it had the appearance of a biliary cirrhosis. 
Because of the size of the liver, abdominal manipula- 
tion was difficult. The abdominal aorta was enlarged 
and two aneurysms the size of golf balls projected 
toward the region of the common duct. Because these 
vascular defects increased the hazard of exposure of 
the common duct, the surgeon decided to do only a 
cholecystojejunostomy. Palpation of the common duct 
was unsatisfactory but no stones or tumors were felt. 

Postoperatively her jaundice declined slowly, as 
might be expected from the degree of liver damage 
suffered. There was an episode of gastric hemorrhage 
from the hiatal hernia in the postoperative period. 
(This type of bleeding no doubt accounted for her 
admission red count of 2,600,000 and hemoglobin of 
61 per cent.) The jaundice eventually cleared entirely. 


Today at 82 she is healthy, well and active. Her 
family doctor reports that she undertakes shopping 
trips to the downtown area without difficulty. 

Comment. An aged woman presenting 
persistent jaundice for 4 months, weight loss 
of forty to fifty pounds, anorexia, anemia, and 
a greatly enlarged liver would seem a good 
candidate for the pigeon-hole, malignancy ob- 
structing the common duct. But the indica- 
tions of intermittency were present. The fact 
that she had periods of abdominal pain, the 
possibility that she had vomited bile, the early 
{luctuation in urinary urobilinogen, the epi- 
sode of fever, leucocytosis, and rise of icterus 
index to 66 accompanied by abdominal sore- 
ness, woven together gave us a strong basis 
upon which to stand in the morass of differ- 
ential diagnosis. The pathologic anatomy is 
still unresolved. The clinical pathologic find- 
ings fit in neatly with benign common duct 
obstruction, due either to stones or inflam- 
matory changes in the duct. 


Discussion 


The theme of this paper is that as continu- 
ing observation of the patient is carried out, a 
necessity without contradiction in this prob- 
lem of possible benign common duct obstruc- 
tion, repeated laboratory tests will assist, not 
replace, the physician in his evaluation of the 
situation. The important thing is that the 
doctor be conditioned to respond to an alert- 
ing symptom, and set up the orders for serial 
tests so that a short but vital informatory 
period may not be lost. What may be help- 
ful in a particular instance is most variable. 
Briefly, in a patient who gives an indication 
of an obstructive episode, any or all of the 
following might have bearing on the diag- 
nosis: 

1. Daily temperature recordings 
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2. Daily physical examination for jaundice, 

liver size and tenderness 

Leukocyte and differential counts, pos- 

sibly daily 

{. Serum bilirubin, or icterus index, or 
both at 12 to 48 hour intervals 

5. Daily checks of the 2 to 4 p.m. urine 
specimen for urobilinogen and bilirubin 

6. Blood amylase tests done with the serum 
bilirubin (pancreatitis may constrict the 
common duct) 

7. Transduodenal drainage for calcium bili- 
rubinate and cholesterol crystals, not for 
bile 

8. Fecal urobilinogen is not likely to help 
here 

In the patient with persistent jaundice the 

study is pursued somewhat differently. The 

course is more protracted and daily testing 


_ may not be required or feasible, but at least 


these should be attempted daily: 

1. Temperature recordings 

2. Physical examination as above 

3. Urine for bilirubin and urobilinogen 

At longer intervals the following should be 
done: 

4. Serum bilirubin and icterus index 

5. White blood and differential count, 

daily if the temperature rises 

6. Fecal urobilinogen at 2 to 3 day inter- 
vals, also occult blood determinations 
Transduodenal drainage, done for the 
presence of bile and evidence of stones 
(calcium bilirubinate plus cholesterol 
crystals) 


Conclusion 


(1) Stones in the common duct and their 
inflammatory sequelae produce an intermit- 
tent type of obstruction. 

(2) This mark of intermittency carries 
over into the signs and symptoms and lab- 
oratory tests. 

(3) A method for detecting this intermit- 
tency is suggested and outlined. 

Bibliography 
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Discussion (Abstract) 


Dr. Gordon McHardy, New Orleans, La. 1 am in 
accord with Dr. Cassidy. 
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1. In most instances a thorough history and meticu- 
lous physical examination will indicate the source of 
jaundice. Schiff has estimated this potentiality to 
approximate 80 per cent. The diagnosis may, in many 
instances, be established by the excretory tests indicated 
by the essayist. Do not, however, be too smug with 
your typical history. 

2. Do not unduly prolong the study in the patient 
suspected of “surgical” jaundice. Adhere to the essay- 
ist’s “short but vital informative period.” Delay may 
occasion secondary hepatic damage, manifestations of 
abnormal function and hydrohepatosis. Such appar- 
ently occurred in Dr. Cassidy’s second patient. 

3. Do not anticipate the typical localization and 
characteristic biliary pain. Painless choledocholithial 
obstruction is no longer considered unusual. The post- 
cholecystectomy patient especially mimics coronary and 
pancreatic disease. Too, be cognizant of the frequent 
coexistence of these entities. 


{. I agree to playing the odds. Watson has esti- 
mated 90 per cent of incomplete biliary obstructions 
to be calculous in origin, that biliary obstruction is 
complete in 90 per cent of cases of neoplastic jaundice. 

There are points in which we are not in accord. 

1. Since common duct calculi can, and do produce 
complete obstruction, admittedly in less than 10 per 
cent, the essayist’s first conclusion should be modified 
to permit inclusion of this possibility as alluded to 
in his text. 


2. Transduodenal biliary drainage as a diagnostic 


procedure has disappointed us to the extent that we 
have practically discarded it. Schiff, Crohn and 
Whipple do not agree with this personal opinion. 
Perhaps the cytological group will study exfoliation 
in this area soon and revive our interest; Lemon and 
Byrnes are early enthusiasts in this respect. 


3. The intermittent biliary fever of Charcot, de- 
scribed in both case studies, should not be construed 
as an occurrence characteristic of calculous common 
duct obstruction. While ascribable to the cholangitis 
associated with common duct stones it is prone to 
occur in carcinoma of the ampulla of Vater and in the 
pre-icteric phases of infectious hepatitis. 

4. Serum bilirubin levels in our laboratories have 
been more informative and accurate than the icterus 
index in distinct contrast to the essayist’s observation. 
Correlation of the serum alkaline phosphatase with the 
serum bilirubin in intermittent obstruction deserves 
brief discussion. It is our impression that the differ- 
ential excretion of these two is a diagnostic aid. There 
is a relative retention of the phosphatase probably re- 
lated to the degree of renal impermeability to this 
enzyme. It is therefore a more sensative index than 
the serum bilirubin (in the absence of liver damage 
and bone disease). 


Our differences of opinion do not separate us widely. 

1. We share the common clinical anxiety to differ- 
entiate the so-called medical from the surgical forms 
of regurgitant jaundice so that we may relegate the 
mechanical obstructions to the mechanic. 


2. Since there are 500 individual tests measuring 
the various functions of the liver parenchyma, numer- 
ous excretory tests, widely applied examinations and 
a variety of biopsy technics we try to rationalize our 
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approach toward a conclusive diagnosis by case study. 
The “liver profile,” simple or elaborate, should not 
exceed nor minimize the demands of the case in ques- 
tion. Intravenous cholangiography is relatively innocu- 
ous, and with extremely important positive value it is 
beginning to enjoy a prestige position among the roent- 
gen studies. Needle biopsy is certainly indicated when 
the diagnosis remains in doubt after a meticulous clin- 
ical, roentgen and laboratory survey. All of this I am 
sure we agree in, but we wish to remain clinicians 
assessing diagnostic procedures in their relation to the 
clinical findings. 

3. We will concur in adding any indicated proce- 
dure to increase our diagnostic efficiency when we 
encounter such puzzling problems as _ cholangiolitic 
hepatitis, constitutional hepatic dysfunction, idiopathic 
extrahepatic obstructive jaundice (Dible, McMichael 
and Sherlock) and despite our every effort we may miss 
the diagnosis. 

4. I agree there is nothing so stimulating as a con- 
ference on obstructive jaundice. You will agree after 
the panel session on chronic liver disease at the close 
of today’s program. 


Dr. Jerome S. Levy, Little Rock, Ark. Mr. Chair- 
man, members of the Section, Dr. Cassidy: Our time 
could very profitably be spent in discussing the clinical 
picture of common duct obstruction due to stones. 
However, time does not permit this, so I will confine 
my remarks to a consideration of some of the labora- 
tory studies mentioned by Dr. Cassidy. He expresses 
a lack of confidence in the serum bilirubin. However, 
in our experience, we have found this is a very reliable 
examination. I would suggest that the laboratory is 
at fault rather than the method, as it is important that 
solutions be freshly made and be used within 30 min- 
utes in order to obtain accurate results. Too often old 
solutions are used because the technician does not take 
time to make fresh ones. Then, too, if the photo- 
electric method of Evelyn and Malloy is used, accurate 
and reproducible results can be obtained. We find it 
necessary to have frequent conferences with the mem- 
bers of the laboratory staff in order to insure proper 
attention to this particular test. 


On the contrary, we consider the icterus index a 
very crude method with many more pitfalls than the 
serum bilirubin. For instance, the presence of hemo- 
globin, lipemia, carotinemia, and vegetable pigments 
confuse the picture. The coloring of vegetable pig- 
ments cannot be distinguished from bilirubin. Tumen 
has pointed out that the yellow color is not necessarily 
proportionate to the amount of bilirubin present. For 
instance, the indirect bilirubin is in a colloidal suspen- 
sion and gives less color than the direct reacting va- 
riety. With the indirect bilirubin being present in 
large amounts, the icterus index can be low and quite 
misleading. We are inclined to put more faith in the 
serum bilirubin properly done than in the cruder 
icterus index. 


I do not find myself in complete agreement with 
Dr. McHardy about the lack of value of the trans- 
duodenal drainage technic. Dr. Cassidy mentioned this 
as one of the methods of examination but did not 
report his findings by this method in the two cases. 
By means of this technic the finding of crystals of 
cholesterol or calcium bilirubinate, or both in the 
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drainage obtained from the duodenum, is a very im- 
portant one and indicates the presence of biliary cal- 
culi. This is true whether the gallbladder is present 
and functioning, or is non-functioning, or if the gall- 
bladder has been removed. Too, a Papanicolaou stain 
may demonstrate the presence of cancer cells establish- 
ing this diagnosis. However, a negative examination 
does not exclude the possibility. The presence of much 
blood in the duodenal contents also is highly sugges- 
tive as this is a frequent finding in the presence of a 
carcinoma of the ampulla of Vater. One of the diffi- 
culties in using this method is that few internes are 
trained in the technic and do not know what to do 
when this examination is ordered. If the tip of the 
tube does not pass through the pylorus in 30 minutes, 
it is best to discontinue the test for the day and repeat 
it the next day. 


It should be again emphasized that an early diag- 
nosis is important, and careful, close clinical observa- 
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tion is extremely important in arriving at an early 
diagnosis. The early release of the obstruction is the 
best protection of the liver and pancreas. 


Dr. Cassidy (closing). It is a pleasure to hear this 
subject illuminated by such authorities as Dr. Mc- 
Hardy and Dr. Levy. My own task of classification 
was not so well done. I refer to the strictures by both 
discussants concerning the icterus index. There is no 
question that the serum bilirubin is qualifiably and 
quantitatively more accurate by the photoelectric 
method, which apparently was not the one done in 
this instance. That intermittency is characteristic of 
all the findings in cases of common bile duct ob- 
structions may be supported as strongly by fluctua- 
tions in the more crude test. The practitioner must 
use such tools as lie at hand, and the icterus index 
may serve his purpose when the more complex test 
is not available. 


Allergic Problems in Otolaryngology: 


EDLEY H. JONES, M.D., Vicksburg, Miss. 


The effects of allergens on the nasal mucosa are of interest to both the allergist and 
otolaryngologist. The overlapping of clinical disease in both fields results in interesting 
diagnostic problems and the need for cooperation between those interested in both fields. 


It Is AN HONOR and a pleasure for an otolaryn- 
gologist to appear before a group of allergists 
and discuss problems of mutual interest. Ac- 
tually, practically all problems confronting 
allergists confront otolaryngologists who prac- 
tice allergy and, therefore, we are equally in- 
terested in progress in the field of allergy. 
In particular we are interested in more accu- 
rate and reliable testing procedures, and in 
more effective methods of treatment. 

In the brief period allotted me it is impos- 
sible to discuss all phases of allergy in the 
otolaryngologic field and I shall limit my dis- 
cussion to a few of the more important ones. 
Obviously these conditions range from the 
mild to the severe, from the annoying to the 
disabling. 

However, I do wish to call your attention to 
one factor pertinent in our discussion: Pa- 
tients consulting allergists either are referred 
by other physicians or come in “self-diag- 


*Read before the Section on Allergy, Southern Medical Asso- 
ciation, Forty-Eighth Annual Meeting, St. Louis, Mo., Novem- 
ber 8-11, 1954. 


nosed” as allergic patients. While this is also 
true of some of the patients consulting oto- 
laryngologists, more often they come in with 
various complaints and symptoms which the 
otolaryngologist must diagnose. 

The management of seasonal hay fever, or 
pollenosis, is a brilliant star in the allergist’s 
crown. Within the memory of this group ac- 
curate methods of testing have been developed, 
not only for diagnosis but also for the degree 
of sensitivity. Following Rinkel’s! technic one 
of my patients having ragweed hay fever was 
relieved for a whole season with only two 
injections. Such cases are unusual but, in gen- 
eral, seasonal hay fever patients can be given 
relief and comfort. 


Allergic Rhinitis 


From the standpoint of frequency of occur- 
rence, perennial allergic rhinitis is certainly 
the most important. While this condition has 
received general recognition, it is deserving of 
still more study. 
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When the patient gives the classical history 
of nasal stuffiness over a period of years, usu- 
ally complaining of “sinus trouble” or having 
“a head cold all the time,” allergic rhinitis 
should be suspected but the patient is still 
entitled to a thorough examination. Briefly, 
such an examination should consist of a care- 
ful history, direct inspection of the nasal pas- 
sages using vasoconstricting and anesthetizing 
agents and a nasopharyngoscope. Direct in- 
spection of the external ear canals and throat, 
using laryngeal mirrors to visualize the naso- 
pharynx, hypopharynx and larynx should be 
carried out as well. Laboratory studies should 
include a complete blood count and examina- 
tion of nasal smears for cytology and micro- 
organisms. When indicated, x-ray studies 
should be made, and audiograms should be 
taken in cases with impairment of hearing. If 
these findings indicate allergic rhinitis then, 
and then only, should diagnostic skin tests be 
made. 

Allergists have justifiably criticized oto- 
laryngologists who have ignored allergic meth- 
ods of diagnosis and treatment. May I humbly 
point out that allergists who routinely con- 
clude that all allergic patients with nasal 
symptoms suffer from uncomplicated allergic 
rhinitis, make skin tests and prescribe treat- 
ment without making any examination of the 
nasal passages, are inviting equally severe 
criticism? Such an examination may reveal 
nasal obstruction from deviation of the nasal 
septum, hypertrophy or hyperplasia of the 
turbinates, polypi, or a chronic sinus infection 
which may, or may not, be superimposed on 
an allergic condition. Such an examination is 
not difficult to make and the equipment re- 
quired is not expensive. Allergists who treat 
such patients should qualify themselves to 
make such examinations, just as otolaryngolo- 
gists who treat such patients should qualify 
themselves to make diagnostic skin tests and 
prescribe proper treatment. 

The management of perennial allergic rhi- 
nitis depends on its severity. Mild cases may 
be relieved by simply avoiding rich and highly 
seasoned foods and the use of antihistaminics. 
In the majority of cases some diagnostic studies 
are required, particularly testing with dust ex- 
tract and vaccines, and indicated therapy 
should then be carried out. The more severe 
cases require complete diagnostic studies and 
a carefully supervised regimen. When compli- 
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cated with secondary infection, additional 
therapy should be instituted. I prefer sulfo- 
namides in the mild cases, but in the severe 
cases cultures should be made and sensitivity 
tests will indicate whether sulfonamides or 
one of the antibiotics will be the most effec- 
tive. Even patients with infected sinuses will 
usually yield to this treatment. Occasionally, 
in cases of purulent maxillary sinusitis irriga- 
tion will be required. Rarely are operations 
on the sinuses necessary, but they should never 
be considered until the allergic factors are 
controlled, and adequate sulfonamide or anti- 
biotic therapy has been given. 

The presence of nasal polyps is not a diffi- 
cult problem but it is one that must be recog- 
nized and treated. Hansel? has suggested a 
classification of grading, ranging from edema 
of the mucosa to blocking of the nasal pas- 
sages. The edema usually subsides under 
proper allergic management but pedunculated 
polyps almost invariably require surgery. In 
cases of nasal blockage by large polyps Kuhn* 
has reported some regression following the 
injection of cortisone into the polyps as a 
palliative procedure to give the patient some 
relief while the allergic regimen is being 
started. I have had opportunity to do this in 
only one instance but thought it of value. 
Once the allergic factors have been controlled 
and any secondary infection properly treated, 
the polyps should be removed surgically. Local 
anesthesia is preferable. The polyps may be 
removed by nasal snare and/or biting forceps. 
I routinely cauterize the bases with the actual 
cautery (in local cases) and have had no 
recurrences. 


Other Factors in Nasal Obstruction 


Besides the cases of seasonal hay fever and 
perennial allergic rhinitis there is another 
type of case that requires consideration,— the 
patient with an acute nasal infection super- 
imposed on a previously unrecognized allergic 
background. Such patients usually come in 
complaining of a head cold with some gener- 
alized aching and malaise, and a low grade 
fever. On inquiry, they usually give a history 
of one or two such colds a year but of no par- 
ticularly annoying symptoms between colds. 
Examination usually reveals congested, edema- 
tous nasal membranes with mucopurulent 
nasal and postnasal discharge. The laboratory 
studies required depend on the severity of 
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the condition, but nasal smears usually reveal 
many neutrophils with some eosinophils; and 
differential counts frequently show 3 to 5 per 
cent eosinophils. If such patients are treated 
as acute upper respiratory infections without 
treating the underlying allergic condition, 
they respond very poorly; when the allergic 
condition is also treated they usually respond 
promptly. 

Here, I would like to discuss the patient 
with a blocked nose from the use, or overuse, 
of nose drops. Recently Forman,‘ editor of 
the International Correspondence Society of 
Allergists, possibly with tongue in cheek, sub- 
mitted the question: “What could be done 
for immediate relief, at least for several hours, 
of a patient with allergic rhinitis which some- 
times blocks the nose totally? No adenoids, 
no organic obstacles, no sinusitis. Ephedrine, 
Privine, Antistine-Privine, Neo-Synephrine lo- 
cally are no more effective; neither different 
antihistaminics by mouth. Anti-allergic treat- 
ment, diet, zinc-ionization without success.” 
Answers from all of the United States sug- 
gested an amazing variety of treatments indi- 
cating that the problem is widespread, and 
that there is no universal satisfactory solution. 

The typical history is that of nasal blocking 
relieved intermittently during the day by nose 
drops and of awakening during the night, 
often at regular periods of two or three hours, 
with totally blocked nasal passages, requiring 
instillation of drops to open the nasal passages 
before the patient can go back to sleep. Analy- 
sis of such cases indicate two factors: (1) Con- 
tact allergy to the preparation used; and (2), 
an over-fatigued or adrenergic-fast nasal 
mucosa. 

The first type can be illustrated by a 5 
year old girl, a known allergic patient, who 
was brought to my office with such a history, 
using 0.25 per cent Neo-Synephrine every two 
hours during the night. On prescribing 1 per 
cent ephedrine sulphate in normal saline she 
was relieved and slept all night without awak- 
ening. This is comparable to contact allergy 
sometimes noted in the field of ophthalmol- 
ogy following the use of Butyn or Pontocaine; 
anesthesia is obtained but the patient has a 
subsequent allergic conjunctivitis. The other 
type can be illustrated by the many cases seen 
with a similar history, using 0.1 per cent Pri- 
vine or 1 per cent Neo-Synephrine. Nasal ex- 
amination invariably reveals a fiery-red, en- 
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gorged mucosa, usually dry, which responds 
very poorly to any vasoconstricting agent. 

These drugs are most often self-prescribed 
or recommended by the druggist. Some pa- 
tients have been given prescriptions by their 
family physician and there is an occasional 
offending otolaryngologist. I am happy to say 
I have never known an allergist guilty of such 
practice. My own approach to the problem 
has been to be conservative in prescribing such 
preparations, using them only in indicated 
cases, specifically limiting the frequency with 
which they are to be used, and following up 
the prescription by inquiring their effect and 
reaction. In my experience, 0.25 per cent Neo- 
Synephrine Hydrochloride solution, plain, is 
the best tolerated preparation (a 1 per cent 
solution should never be prescribed). Lately 
I have been trying Tyzine,* which gives prom- 
ise but will require further observation in its 
use. When patients come in with the symp- 
toms described, I instruct them not to use any 
nasal preparation for at least 48 hours. If 
diagnostic skin tests are to be made, I pre- 
scribe codeine and Empirin to depress their 
sensitivity; if no tests are indicated, I also pre- 
scribe anthistaminics. This procedure has been 
adequate to obtain relief. Subsequent study 
may reveal that other vascoconstricting agents 
may be used safely but some patients’ nasal 
mucosa is so sensitive they are advised never 
to use any nose drops thereafter. 


Nonspecific Vasomotor Rhinitis 


Another difficult problem is the so-called 
“vasomotor rhinitis of nonspecific origin.” 
Perhaps we should also consider here those 
cases of “psychogenic allergy” and ‘physical 
allergy.” I do not accept the concept of physi- 
cal allergy. Rather, I believe the physical fac- 
tors such as getting chilled, sitting in a 
draft, getting the feet wet, becoming over- 
heated, and the like, represent “trigger mech- 
anisms,” resulting in lowered resistance and 
permitting the precipitation of symptoms. 1 
have never seen a proven case of vasomotor 
rhinitis due to psychogenic factors alone. 
However, Edrington,®> Vaughan,® and others 
have reported such cases; the diagnosis was 
established by negative tests and psychologic 
investigations with relief of symptoms. Such 
cases must be rare from the dearth of reports. 


*Trade name of 0.1% ‘Tetrahydroxaline Nasal Solution, 
Pfizer. 
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Nevertheless, in my experience the most diffi- 
cult cases to treat satisfactorily are those of 
allergic rhinitis influenced by psychogenic fac- 
tors. Sometimes it is difficult to determine 
whether the symptoms are due to vasomotor 
upsets induced by emotions, or are due to al- 
lergic manifestations, such as cerebral edema. 
It has been my procedure to attempt to con- 
trol the allergic factors entirely; repeated in- 
quiries and discussions are sometimes success- 
ful in determining the psychogenic factors. 
When this fails I request psychiatric consulta- 
tion, but unfortunately that is not always suc- 
cessful. Any aid the psychiatrists can offer in 
the treatment of such cases will be greatly 
appreciated by otolaryngologists. 


Otologic Problems 


In addition to these nasal problems there 
are three otological problems I would like to 
discuss. 

Allergic dermatitis of the external ear and 
canal can be a difficult problem to manage. 
Perhaps these patients should consult an al- 
lergist, or a dermatologist trained in allergic 
methods but they usually consult an otolaryn- 
gologist. —The symptoms and signs vary with 
the type and stage of the condition. The dif- 
ferential diagnosis must exclude eczema, fu- 
runculosis and infectious external otitis. If a 
purulent discharge is present, cytologic and 
bacteriologic studies are of value but exami- 
nation of a serous discharge is usually nega- 
tive. When the tissues are acutely swollen, 
packs of Domeboro solution usually give some 
relief. This can be followed with application 
of cortisone acetate or Neo-cortef ointment, 
which is usually beneficial. Cortisone orally 
or parenterally occasionally gives dramatic re- 
sults but is more often disappointing. My ex- 
perience with antihistaminics in such cases has 
not been particularly rewarding, yet I always 
try them. Personally, I think the most impor- 
tant factor is to avoid overtreatment. Every- 
thing, including the patient’s fingers, should 
be kept away from the area. It should have 
time to heal. 


Another important otological problem is 
serous otitis. Either the incidence is increas- 
ing or diagnostic procedures are improving 
for case reports are more numerous. Some of 
these cases are obviously secondary to aero 
otitis, nasal or sinus infections, hypertrophied 
adenoids, or blocked eustachian canals, and 
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are quickly diagnosed and treated accordingly. 
However, some patients’ only complaint is 
that of impaired hearing, which may involve 
only one ear, usually of gradual onset over a 
few days’ time, often following a mild head 
cold. These patients are afebrile; general 
physical examination and routine laboratory 
studies are normal. The tympanic membranes 
usually appear normal. It is rare to see a fluid 
level or any bulging of the tympanum. Exami- 
nation of the nose and nasopharynx may be 
entirely negative and the eustachian canals 
may be patent. Audiograms and tuning fork 
tests reveal a conduction type of deafness. The 
diagnosis is most often made by paracentesis 
and the withdrawal of fluid, which is usually 
serous but may be mucoid. At least two types 
of apparatus have been designed for this pro- 
cedure but I have found a tuberculin syringe 
and a 21 gauge short-bevel spinal needle ade- 
quate. There appears to be some advantage 
in injecting 0.1 to 0.2 cc. air following with- 
drawal of the fluid. Laboratory studies of 
the aspirated fluid do not reveal any charac 
teristic findings. There are very few cells, 
which may be neutrophils, eosinophils, or epi- 
thelial cells, and rare microorganisms. Some 
patients are relieved with one treatment while 
others will require repeated aspirations and 
suffer frequent recurrences. Allergy should 
always be suspected in the recurrent type, as 
illustrated by the following case report: 

Dr. P.B., 33 year old white dentist, was seen on July 
24, 1952, because of acute upper respiratory infection 
and acute catarrhal otitis media on the right. Para- 
centesis was done, Aureomycin and other measures pre- 
scribed, and he recovered promptly. He returned 3 
weeks later complaining that the other (left) ear felt 
blocked. 

Examination revealed serous otitis media, and serous 
fluid was aspirated, with relief. Both ears became in- 
volved and during that fall and winter he had frequent 
recurrences, requiring aspiration. On one occasion he 
came in on successive days. Blood counts were normal. 
He had occasional upper respiratory infections but 
nasal smears revealed only neutrophils and mono- 
nuclear cells. 

Of course, sulfonamides and antibiotics were pre- 
scribed when indicated. With repeated recurrences, 
radiation therapy was advised, and he was given four 
treatments of 36,000 mg./sec. radiation in each naso- 
pharynx, at 2 week intervals during March and 
April, 1953. Following radiation he showed some im- 
provement and had little trouble during the summer. 

On September 22, 1953, he returned and again fluid 
was aspirated from both ears. On that date his blood 
count was normal but for the first time eosinophils 
were found in the nasal smear. On diagnostic testing 
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he was found sensitive to dog-hair, dust, tobacco smoke, 
newspaper and bacteria. He got rid of his dog, and 
desensitization treatment was instituted with the other 
allergens. He has had only three recurrences, the last 
of which was in December, 1953. 


Meniere’s Syndrome 


This presentation should not be closed 
without some discussion of allergy of the laby- 
rinth. In my office the complaint of dizziness 
is second only to headache in frequency. Me- 
niere’s syndrome has been studied by many 
investigators but Duke’ was probably the first 
to report a case proven to be due to allergy. 
Furstenberg’s* studies indicated the impor- 
tance of sodium. Hansel® reviewed the litera- 
ture and pointed out the relationship of so- 
dium to edema. Williams,!® in his excellent 
monograph on Meniere’s disease, again re- 
viewed the literature noting that some investi- 
gators considered allergy an important factor 
while others did not, and suggested the obvi- 
ous possibility that the interest of the various 
investigators in the different aspects may have 
influenced their opinion. At a recent Panel 
Discussion, Shambaugh'! mentioned vertigo 
due to cigarette smoking as an allergic condi- 
tion rather than a toxic one. The fact that 
certain antihistaminics (Dramamine, Mare- 
zine and Bonamine) have shown some effec- 
tiveness in controlling labyrinthine symptoms 
gives additional reason to consider allergy as 
a factor. It appears that our present knowl- 
edge can be summed up in the statement that 
autonomic dysfunction, resulting in ischemia, 
congestion or edema of the labyrinthine mu- 
cosa, is involved in the production of vertigo, 
and that allergy is a recognized cause of such 
dysfunction. It is to be hoped and expected 
that future studies will simplify this problem. 


In closing, I wish to express my personal 
appreciation of the great contribution aller- 
gists have made to the progress of medicine, 
and feel sure I voice the sentiments of oto- 
laryngologists throughout the world. 
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Discussion (Abstract) 


Dr. Sam H. Sanders, Memphis, Tenn. 1 congratulate 
Dr. Jones on his excellent paper and presentation. 

The necessity of a thorough nose and throat exami- 
nation in all patients with nasal symptoms suspected 
of having an allergy cannot be over-emphasized. A 
history of allergy and a positive skin test does not 
necessarily mean one is suffering from allergy nor does 
the presence of nasal symptoms in an allergic indi- 
vidual necessarily mean the symptoms are due to al- 
lergy. A deviated nasal septum, hyperplastic or puru- 
lent sinusitis and many other conditions may produce 
nasal obstruction. 

A child was recently seen who had been treated a 
year and a half for allergy and sinus trouble because 
of an obstructed nose. The cause of the symptoms was 
due to a foreign body which was identified as chewing 
gum. 


As Dr. Jones brought out allergists have been justi- 
fied in criticizing the otolaryngologists in not recogniz- 
ing allergy and there are far too many otolaryngologists 
not recognizing allergy today, or recognizing it and 
stopping at that point. They do not complete the ex- 
amination as should be done in order to give the 
patient and the allergist the benefit of his findings in 
the nose. The otolaryngologist who has become inter- 
ested in allergy and appreciates the difficulty sometimes 
encountered in the differentiation of nasal allergy from 
some types of nasal and sinus infections is anxious that 
the allergist, to whom we feel deeply indebted, does 
not make the mistake of not recognizing nasal disease 
as the otolaryngologist did in not recognizing allergy. 


I also agree with Dr. Jones on “vasomotor rhinitis.” 
The term vasomotor rhinitis is used similar to Me- 
niere’s syndrome. In this day of modern medicine we 
should not be satisfied in diagnosing an obstructed 
nose with no apparent cause for the obstruction as 
vasomotor rhinitis. A more definite diagnosis can be 
made on most of these cases. True vasomotor rhinitis 
is extremely rare. 


I appreciate the privilege of discussing Dr. Jones’s 
paper. 
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Behavior Problems and Pediatric 


Allergy: 


OLIN SHIVERS, M.D., Atlanta, Ga. 


The psychologic factors which may operate in allergic children 


are brought up for consideration. 


EveN 1F nothing had ever been written or said 
about the relationship of pediatric allergy to 
the life situations and emotional problems of 
allergic children, all of us who have worked 
with children and their allergies would know 
that this relationship existed. 


Though the clear-cut physical allergenic 
features of asthma, hay fever, eczema and the 
rest should certainly receive their usual at- 
tention with treatment regimens built around 
them, still the psychosomatic aspects cannot 
be denied or ignored. 

As we see more and more patients and their 
families, and observe their reaction to the 
physician and to their treatment, it becomes 
increasingly apparent that here, in children’s 
allergies, we are dealing with more than a 
simple uncomplicated organic disease process, 
such as pneumonia or iron deficiency anemia, 
which can be named and categorized as to 
etiology, diagnosis, and most important to us, 
treatment. When a streptococcic pharyngitis 
is diagnosed and the organism found to be 
sensitive to one of the antibiotics, we can treat 
the patient, confidently await a rapid cure, 
and seldom be disappointed. 

But to the physician who is carefully trained 
to think of all diseases in this orderly pattern, 
and to act in accordance with this neat think- 
ing, come many disappointments if he is deal- 
ing with pediatric allergy. 

A little patient may have had his allergy 
workup with all the proper skin tests, and 
the exactly right desensitization progressing 
beautifully, with a maintenance dose attained 
and everything under control. Then out of 
the blue, Mamma calls to report frantically 
that though he has come into contact with 
none of the things she was warned against, 


*Read before the Section on Allergy, Southern Medical Asso- 
ra Forty-Eighth Annual Meeting, St. Louis, Mo., Novem- 
yer 8-11, 1954. 


and though it is barely the time of the year 
when the sensitizing pollens are due to begin, 
he is having a terrible time and in the midst 
of a severe asthmatic attack! And, she burbles 
on, it would have to happen just when she 
and her husband and the baby sister were 
planning to leave in the morning for a visit 
with relatives in the next state. The woman 
who was to keep Johnny will never consent 
to do it with him in this condition and be- 
sides, of course, she would not think of leav- 
ing him anyway when he’s sick like this! 

A situation such as this might severely tax 
the logical mind of the physician who, after 
investigation, failed to find any physical rea- 
son for this sudden attack, were it not for the 
fact that to the physician who is familiar with 
pediatric allergy, it would come as no more 
of a surprise than if the mother had told him 
the little boy had emptied the vacuum cleaner 
bag for her and had begun wheezing imme- 
diately. 

Most of the instances of the relationship of 
psyche to allergy are not, of course, as clear- 
cut and obvious as this one, but occasionally 
it will be even more so. I knew a little boy 
once in the pediatric allergy clinic of the hos- 
pital where I interned, who told me one day 
with some pride that he could have asthma 
whenever he wanted to, and that he did so 
when his mother would not let him have his 
way. Unbelievingly, | asked for a demonstra- 
tion and gave him a half hour alone in the 
room. When I came back, he was trium- 
phantly in the misery of a moderately severe 
spell of very real asthma. 

But this is not to be taken as meaning that 
these symptoms are consciously deliberate in 
the usual patient, even though, when I think 
back, it seems that very seldom have I ever 
heard a child actually complain about the 
fact that he has asthma. Unconscious as the 
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reaction may be, it nevertheless can represent 
a protest or an expression of fear on the part 
of the child to some aspect of his emotional 
life that is to him threatening. 

I believe that there can be no allergic symp- 
toms without first of all a physically allergic 
child. However, the etiology of the onset of 
these symptoms in many cases surely must 
include emotional upsets and the pressure of 
difficult family situations, as well as contact 
with housedust, pollens, and the other phys- 
ical factors which have been well-proven. 

In connection with allergic rhinitis, Wolf 
and Wolff! found that experimentally invoked 
emotional trauma in some allergic patients 
produced immediate hyperfunction of the 
nasal mucosa with edema, discharge, and ob- 
struction to breathing. They related this to 
the weeping pattern which the individual 
learns as an infant, as a means of gaining 
sympathy and support. This pattern, though 
it becomes unacceptable in later years in its 
complete form (as frank weeping), a fragment 
of it, that is hyperfunction of the nose, is 
substituted. 

The pattern of reaction is one of shutting 
out and washing away. However helpful and 
appropriate this may be when the patient finds 
himself in an atmosphere of dust, smoke or 
fumes, it is not as effective in an atmosphere 
of hostility from other people. And yet it is 
probably true that this pattern is invoked to 
deal with just such threats and hazards. 

It has been postulated and accepted by many 
that the wheezing of asthma has the same sort 
of background. The act of crying in the in- 
fant becomes a reaction of helplessness when 
confronted with needs he cannot satisfy. As 
he grows older and finds that weeping may 
alienate the mother, but that he is still at 
times frustrated in his needs and desires, he 
suppresses the cry. The asthmatic wheezing 
represents the suppressed cry, and often re- 
sults in what was the initial object to begin 
with, the care and solicitude of the mother. 


We have all, I am sure, noted with interest 
the similarity of personality and outlook of 
many of the mothers of our allergic patients. 
Many of the children have some noteworthy 
personality similarities also, and even the fa- 
thers, when we see them (most often belat- 
edly), sometimes give us a feeling that we have 
met before. 


These mothers are seldom the casual, 
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easy-going mothers we often see with our other 
patients. They are serious and they know 
that bringing up a child is serious business. 
They are anxious to let us know the depth 
of concern they have for their child. They are 
over-protective and exhibit concern over all 
the details of the child. They want us to give 
straightforward answers to a lot of questions 
which will give them rules to follow in han- 
dling the child. They are highly critical of 
the child and express eagerness to do anything, 
anything if it will help the child grow up to 
be a credit to themselves and resemble their 
preconceived notion of what is a healthy, 
normal happy adult. 


The allergic children tend to be on the shy 
side. They cling to their mothers. They lack 
self-confidence and tend to play alone, mixing 
rather poorly with other children. There is 
a closeness between them and their mothers. 

The fathers are very often rather quiet 
types, and usually not very actively interested 
in their child’s activities. Many of them have 
allowed the mother to don the trousers in 
the family and keep them. These fathers are 
often found to be a source of social, educa- 
tional or sexual dissatisfaction to the mother. 


These characterizations are assuredly far 
from the mark in many cases, but if one could 
produce a typical family with an allergic 
child, the members would resemble those just 
described. 

There is, of course, the possibility that these 
recognizable common personality characteris- 
tics are the result and not the cause of the al- 
lergic symptoms. Recurrent severe attacks of 
asthma can understandably be terrifying to 
both parent and child, with the implied threat 
of loss of breath itself. It would be nat- 
ural that the mother who must witness such 
attacks might become over-protective of the 
child, and that the child might become de- 
pendent on the mother and be filled with 
anxiety because of the asthma and the con- 
stant fear of an episode of severe wheezing. 
But in series after series of patients reported 
in the literature, it has been shown that these 
attitudes in many mothers and children ex- 
isted long before the first symptom of allergy 
was manifested. And it can be shown in pa- 
tient after patient that the mother’s over- 
protective feeling stems from the over-com- 
pensation of not wanting the child to begin 
with, disappointment in the child as he de- 
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velops and fails to fit a preconceived idealized 
image, or a substitute concentration on the 
child brought on as a result of basic disap- 
pointments in the mother’s life. 

Rogerson? said, “Allergic children often are 
found in a position of special significance in 
the family constellation.” They are very often 
the only child, the oldest, the youngest, the 
child who was born after hope had been given 
up for fertility, or the child who was planned 
to save a bad marriage. Mitchell® found an 
increased incidence of children of very young 
or older than average mothers; with a low 
incidence of children born to mothers between 
26 and 36 years of age. 

The mother who is of the type so often seen 
bringing allergic children to the office, effi- 
cient, strong-willed, somehow disappointed in 
life, but conscientious to a marked degree, has 
in many instances found herself pulled two 
ways in regard to her feeling for the child. 
On one hand she loves and cherishes him; on 
the other she detects a feeling to which she 
cannot give expression, that of not wanting 
him at all. To compensate to herself for this 
unacceptable feeling, she tends to over-cherish, 
to over protect this child and bury her guilt 
under a great pile of “smother-love.” 

Despite this over-compensation by the 
mother, the child develops a strong fear of 
losing her love and will show a tremendous 
need of protective mother love. 


This theory of maternal rejection in the 
etiology of allergic symptoms in children has 
been the subject of considerable debate re- 
cently. Surely it does not explain pediatric 
allergy. But just as surely it is important. If 
we do not couch the concept in such terms as 
“asthma is subconsciously the shriek of the 
newborn torn protesting from the mother’s 
womb,” it is easier to accept. We all know 
instances of children who seem, unconscious- 
ly perhaps, to produce their asthma as a 
means of gaining sympathy, expressing hos- 
tility, warding off an undesirable situation, 
or covering up feelings of anxiety. And al- 
lergic symptoms have improved markedly co- 
incidentally with improvement in a mother’s 
attitudes in too many instances to deny the 
existence of this principle. 

Peshkin*t recommended removal of the par- 
ents from the child, a so-called “parentec- 
tomy,” in the treatment of asthma, and in 
his series recorded marked benefit in many of 
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his patients. | am sure we have all dealt 
with patients to whom we would like to 
recommend this operation. In a very few cases, 
where the family relationships are impossibly 
bad, it might even be desirable, but in my 
experience there have been few instances 
where this would have been either practical 
or desirable, particularly when one considers 
the whole child and not just his allergic 
symptoms. 

In the physician’s thinking, with regard to 
these problems, it is helpful to keep in mind 
the concept of the “total allergic load” with 
which we are all accustomed to deal when 
thinking of multiple allergens in a patient. 
The principle seems to hold true that whether 
or not a patient has allergic symptoms at a 
given moment is dependent upon the equi- 
librium existing between his present tolerance 
and the total of his allergens with which he 
is at the moment in contact. 


A heavy blast of psychological factors may 
lower his tolerance to the point that minimal 
weighting of his load of physical allergens will 
tip the scales forward in a full display of his 
symptoms. Allergic factors which would ordi- 
narily result in only subclinical allergy can 
produce marked symptoms in the presence of 
an unresolved emotional problem. 

Allergies in children should be met, studied, 
and treated primarily from the viewpoint of 
their specific hypersensitivities. But if we stop 
with this, no matter how individualized and 
specific our treatment is, we will surely be 
doomed to failure in many of our patients. 
The emotional problems must be recognized 
and dealt with in addition, if we are to treat 
the whole child in his total environment. In 
most cases this does not mean long sessions of 
psychotherapy with the mother or the child. 
With some patients, the mother only needs a 
little extra support which she can quite often 
get simply by coming to the doctor regularly 
and receiving the rather automatic psycho- 
therapy that is present in any good physician- 
mother relationship. 

In other instances a little extra time must 
be spent talking with the parents to learn 
just what it is they expect of the child, and 
whether or not the child has disappointed 
them in their ideal of what he should be. In 
the case of the parent whose narcissistic idea 
of what his child should be molded into has 
been frustrated, the physician should try to 
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help him understand these feelings he has 
about his child. Often the parent is then able 
to relax and allow his rejection of the child 
to diminish. When Rogerson’s asthmatic chil- 
dren were encouraged to become more inde- 
pendent, and the parents less solicitous and 
protective, there was a definite beneficial ef- 
fect upon the asthma. 


There are other problems which require a 
more thorough investigation of the emotional 
atmosphere of the family. The physician can 
schedule the mother to come in and talk 
things over with him, once they have achieved 
some rapport and she has even a little accept- 
ance of the fact that her problems are impor- 
tant to her child’s illness. 


Many mothers are quite willing to discuss 
their family relationships with their doctor. 
Some even launch into them without any en- 
couragement, and their emotional difficulties 
pour out into the physician’s sympathetic ear, 
revealing all their frustrations, problems, and 
misery. 

But most mothers are not this unguarded 
about their private feelings, and particularly 
their real feelings concerning their children. 
It generally takes considerable time before 
they feel secure enough with their physician, 
and have enough confidence in his treatment 
to ventilate their true feelings. Without this 
a satisfactory evaluation of their problems is 
impossible. 

In the meantime, the physician should be 
studying the physical side of the picture with 
full regard for the specific allergens to which 
his patient is sensitive, and begin treatment 
with specific medications and hyposensitiza- 
tion, or whatever is required for the particular 
patient. Many mothers will unconsciously be 
grateful to the doctor who does not pry into 
unhealthy family relationships immediately, 
but gives her time to arrive at the point her- 
self where she is willing to talk these things 
over with him. He should certainly at all 
times give her the impression that he is sym- 
pathetic to her problems and that emotional 
difficulties are not at all unusual in connec- 
tion with cases of allergy. 

The physician must work with the basic 
tenet that hard as he may try, he cannot solve 
all the problems that mothers and children 
bring to him. He can help to bring them face 
to face with the real nature of their difficul- 
ties and make parents realize the true needs 
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of their children and perhaps how best to help 
them meet these needs. 

Much insight into family problems, from 
the child’s point of view, can often be gained 
through play interviews in which the child 
is allowed to play freely with a set of dolls 
representing the people with whom he is in 
daily contact. Planned situations are then in- 
terjected into the play, and the child encour- 
aged to play them out using the dolls. 

This sort of interview lets the child express 
himself with no feeling of responsibility for 
what occurs. He guides the doll which rep- 
resents himself, but when he expresses the 
doll’s thoughts and motives, in his own mind 
they do not necessarily have anything to do 
with himself. It also allows him to view ob- 
jectively the activity of the dolls as a spectator, 
actually observing himself (as one of the dolls) 
engaged in intimate discussion of his own 
attitudes. It is surprising how often children 
will gain some insight into their problems in 
this way. 

The personal relationship of the physician 
to the child should be utilized fully during 
treatment. To a rejected child, the warm 
healthy affection and understanding of the 
physician may come as a welcome surprise, 
and meet a deeply felt need, with a resulting 
beneficial effect on the allergic symptoms. 

In a case of allergy where the usual treat- 
ment does not help in the degree to which it 
could reasonably be expected, the physician 
must see if the parents are mature and rea- 
sonably well-adjusted, with a satisfactory mari- 
tal life. He should try to determine whether 
or not really warm affection is held for the 
child. When these things are not present, the 
physician’s task is to do what he can to bring 
the family emotional life into balance. 

Changing parental attitudes, however, is 
often difficult, and when the going is too dif- 
ficult for the allergist or pediatrician, the case 
should be referred to a child guidance clinic 
or a competent child psychiatrist. 


Though many children’s allergies require 
the extra time and effort that is necessary for 
some degree of psychotherapy, it is not called 
for in a great many others. The duty of the 
pediatrician or the allergist, who will fully 
treat a child’s allergy, is to recognize those who 
need some adjustment of their emotional en- 
vironment in addition to their specific allergic 
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treatment, and be prepared to handle these 
aspects of their cases with some suitable 
technics. 


Summary 


The relationship of children’s behavior 
problems to their allergies is recognized. 
Though seldom the sole causative factor, 
difficult family situations can accelerate and 
reinforce allergic symptoms of all kinds, and 
treatment of the allergy is often futile if these 
factors are ignored. 


The allergist and pediatrician must be sen- 
sitized to these situations and have at hand 
some suitable technics for handling them. 
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Discussion (Abstract) 


Dr, Fannie Lou Leney, Oklahoma City, Okla. We 
are indebted to Dr. Shivers for this sane and compre- 
hensive paper. He did not ignore the true disease nor 
did he infer that disturbance in the psyche was the 
entire etiology. 


However, there have been many allergists, as well 
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as those in all specialties who have exaggerated the 
psychogenic factors, rather than looking at the whole 
problem. This is only one piece of the puzzle. A few 
years ago too many patients came to my office shyly 
and guiltily saying that other doctors had told them 
that it was “their nerves” or that it was “in their 
heads” but that they felt they “were allergic to some- 
thing.” That is not true today. We have moved from 
that phase and have placed the psychogenic factors 
along with the other trigger mechanisms, such as the 
thermal factor, excitement and infections, in their 
proper perspective. 

The cases of asthma are rare that seem to be pre- 
cipitated by psychic factors alone, but in a large per- 
centage of cases, these may act as a trigger to explode 
the attack. 

Dr. Shivers, your description of the mother of an 
allergic child was accurate. We see them every day, 
and I have wondered if it is not the nervous tension 
(be it from trying to keep up with the Joneses, trouble 
with “in-laws,” the father’s girl friend, or the parents 
who are perfectionists) which allergic people have in 
common, 

The parent rejection theory has been exaggerated. 
If we as physicians recommend that large numbers of 
children be taken from their parents, we shall put an 
intolerable financial burden on the parents and, in 
most cases, do more psychological harm than if we, 
and perhaps a psychiatrist in some cases, helped them 
work out their problems. 


A large number of patients that fail to improve after 
a few weeks of allergic management do improve if we 
take the time to let the mother pour out her burdens, 
as Dr. Shivers suggested. 

We should not fail to remember that many children 
with happy dispositions, on coming in contact with a 
known allergen, may change in a few hours to an 
uncooperative, fussy, irritable and maniacal child. 


The Medical Aspects of Death 


Reports* 


CLYDE A. BRIDGER, Jefferson City, Mo. 


The value of the statistical analysis of the causes of death in the country hinges upon the 
cooperation of the attending physician who fills out the death certificate. 


THe ABiLiTy to isolate a disease and to as- 
sign a definite title to it is a mark of the quali- 
fied physician. In fact, so much so that St. 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

+Director, Missouri Bureau of Vital Statistics of the De- 
partment of Public Health and Welfare of Missouri, Division 
of Health, Jefferson City, Mo. 


Louis physicians used this device as early as 
1841 to distinguish the qualified physicians 
from others pretending to practice medicine. 
In that year at their request, the Missouri Gen- 
eral Assembly passed a law requiring the at- 
tendant to certify the cause of death as a 
prerequisite to public permission to bury the 
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body. This law applied only to the St. Louis 
area. 

The “Report on the Diseases of Missouri 
and Iowa” by Thomas Reyburn in the 1855 
Transactions of the American Medical Asso- 
ciation presents in detail a major use of the 
certifications provided by this law. This re- 
port shows very clearly that the public health 
practice current at a given time is mirrored in 
the causes of death. The detailed tables on 
meterology, causes of death by age, and popu- 
lation estimates by age, together with geo- 
graphical, social, and geological information, 
give a deep and clear insight into the epi- 
demiological technics of a century ago. Asiatic 
cholera, typhus, malaria, yellow fever were 
then associated with the physical environ- 
ment. The removal of the sources of the 
miasmas, smells and pollutions has reduced 
the scourges of yesteryear to only a memory. 

The Age of Pasteur had seen the decline of 
diseases controllable through immunization. 
The death certificate again proved its impor- 
tance in focussing need for action and in 
measuring the extent of success. The control 
of most of the transmissible diseases has 
brought a new era in public health adminis- 
tration. 


At the present time, the cardiovascular-renal 
diseases, cancers, and accidents are foremost in 
the public mind. Public health action is be- 
ginning to take definite form both in the vol- 
untary agency and in the tax-supported agen- 
cy. The death certificate is obviously only 
one source of information, but it is often still 
the only source. The magnitude of the prob- 
lem is very great. At the present time, three- 
fourths of all deaths reported in the United 
States fall into the categories just mentioned. 
The properly certified death certificate will 
provide some of the data needed to determine 
how many of these deaths fall at unnecessarily 
early ages. These represent the preventable 


group, just as cholera and diphtheria were pre- 


ventable in the days of their great prevalence. 


How can the death be properly certified? 
First, the physician must make a correct diag- 
nosis. Next, he must keep his records on his 
patients current and available. Further, be- 
cause of legal requirements, he must be able 
to certify the cause promptly and accurately 
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immediately after the death so that the tuneral 
director can perform his legal functions. He 
has a maximum of three days for this in most 
states. He should use only a standard nomen- 
clature on the death record. Lastly, he should 
list his causes in such a way that the other 
physicians can reproduce uniquely the essen- 
tials of the case history. The United States 
and about 30 other countries have agreed to 
list the causes of death on the certificate ac- 
cording to the same procedure and to use 
the same basic methods for interpretation. 
This fact makes it possible for the physician 
to accomplish the last mentioned requirement 
for proper certification. 


In setting up a procedure for listing the 
causes on a certificate so that the findings will 
be uniformly interpreted, it is first impera- 
tive that there be chosen a scheme or plan of 
classification of the diseases. Experimenta- 
tion with plans for classification has been 
carried on for over a century. The present 
system is embodied in the International Sta- 
tistical Classification of Diseases, Injuries, and 
Causes of Death. It was published by the 
World Health Organization in 1948. For con- 
venience, it is usually called the “Interna- 
tional List, Sixth Revision.” Each category in 
it encompasses a large number of diseases that 
have some specific major element in common. 
For example, the neoplasms are collected to- 
gether into one group because of the special 
interest in them. On the other hand, a com- 
plete tabulation of diseases of the lung re- 
quires the combination of parts of several 
groups, because some diseases of the lung, 
such as tuberculosis, histoplasmosis, cancer, 
pneumonia of the newborn, are of broader 
interest than just being associated with that 
organ. This only emphasizes the fact that no 
list of diseases can satisfy all purposes and that 
compromises are essential to establishing any 
list that will meet a specific set of objectives. 
The choice of the major element is largely 
dictated by the objectives set for the list. The 
present list is centered on the primary public 
health objective of prevention of disease or 
injury. To realize this objective the primary 
cause of death is sought. Under the rules set 
up in connection with the Sixth Revision, the 
disease that becomes classified as the primary 
cause of death is the underlying one, that is, 
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the one that started the train of morbid events. 
In case of injury, it is the circumstance that 
produced the fatality. The whole philosophy 
of coding causes of death is based on this. 


The standard certificate of death is specifi- 
cally designed to make clear just what disease, 
condition, or circumstance started the fatal 
sequence. The certification procedure itself 
is predicated on the assumption that the certi- 
fying person knows more about the case than 
anyone else. Experience shows that this as- 
sumption is valid. The international certifi- 
cate form is used throughout the United 
States. It consists of two parts. In Part I are 
reported the cause leading directly to the 
death on line (a) and on lines (b) and (c) 
the antecedent conditions that gave rise to the 
cause listed on (a), with the underlying cause 
last. In Part II is entered any other signifi- 
cant condition which influenced the chain of 
events in Part I, but which is not directly 
related to the disease or condition directly 
causing the death. Thus, on a properly certi- 
fied report, the disease on the last listed line 
in Part I is the primary cause to be used for 
classification. In general, any condition in 
Part I is to be preferred over a condition in 
Part II when a death certificate is translated 
into its equivalent International List number. 

In the following three examples it is suffi- 
cient to note only the last named disease in 
Part I to determine uniquely just which one 
started the train of morbid events. In each 
case the International List number is as- 
signed to this disease. Tabulations from the 
numbers will then refer only to these diseases. 

Example 1. Arteriosclerotic heart disease in 
Part I on line (a) and no other disease in Part 
I, but diabetes is mentioned in Part II. Classi- 
fication is to the heart disease. The number 
is 420.0. 

Example 2. Otitis media on line | (a) and 
scarlet fever on line I (b). On the death cer- 
tificate this would actually read “Otitis media 
due to scarlet fever.” 


Example 3. Loss of blood due to traumatic 
amputation of leg at thigh due to head-on col- 
lision of automobile and truck. These are all 
in Part I, the first on line (a), the second on 
(b) and the third on (c). The International 
List number for this one is E 816.1. 
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In each of these there is no doubt what the 
physician intended. The essence of the case 
history can be constructed; the statistical classi- 
fication is unique and mirrors the physician’s 
own diagnosis as to the underlying cause. Such 
is not the case in any of the next three exam- 
ples. In fact, is it even possible to isolate 
uniquely the true underlying cause in any of 
these three? 


Example 4. Pulmonary tuberculosis due to 
virus pneumonia in Part I and cancer of the 
lung in Part II. No duration is stated for any 
of these diseases. 


Example 5. Sclerotic liver due to mitral 
regurgitation. 

Example 6. Congenital malformation of 
the heart due to injury during delivery. Child 
lived 2 days, but no information was given as 
to the period of gestation or the weight of the 
child at birth. 


Some terms are of limited value on death 
certificates. Because they only provide the 
mode of dying, such terms as cardiac arrest, 
cardiac failure, myocardial or renal failure, 
asthenia, anoxia, should not be shown on the 
record. Terms such as prematurity, senility, 
paralysis should be avoided since they are not 
interpreted to mean exactly the same thing 
by all physicians. Mountain fever and spotted 
fever are two others. Terms such as fall, auto 
accident, suicide, metastatic carcinoma with 
no primary site stated, hemiplegia, pneu- 
monia, acute myocarditis, acute nephritis, must 
be qualified by descriptive adjectives and/or 
additional information before they have any 
real value anywhere. The need for clarity is 
apparent from these two certifications which 
turned out to have the same underlying cause 
after an inquiry: 


Example 7. Toxemia due to uremia due to 
renal failure. 

Example 8. Myocardial anoxia due to hy- 
perpyrexia. 


In both cases the attending physician stated 
that the underlying cause was chronic neph- 
ritis. 


This paper will be closed with a case his- 
tory. With this case history are four different 
In each of 


certifications of cause of death. 
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e these, the reader is asked to determine for “correct” certification. The reader should 
e himself if he can reconstruct adequately the also note that the physician’s conclusion in 
i- case history as the certifying physician saw three cases can be uniquely classified to the 
s the essentials. There is not intended to be any _list number shown. 
h 
n- 
fe FOUR METHODS OF CERTIFYING THE SAME CASE HISTORY 
ot Case History: Mrs. G., age 68, has been under care of Dr. A from November 15, 1953, until death on Sep- 
tember 10, 1954. First examination showed mild hypertension which progressed. A brain tumor was also sus- 
‘0 pected. Further contacts with the patient led Dr. A to suspect that the tumor was malignant. The patient 
1e was last seen the day before her death. On the morning of September 10, a relative reported her death. Evi- 
'y dence indicated she struck a chair as she fell while walking across her bedroom. The times of the fall and death 
were supplied by the relative. The doctor suspected a brain hemorrhage. 
al 
FIG. 1 
rt 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN 
DI NDITION DEATH 
d (ay and | DIRECTLY LEADING TO DEATH* (a) Cancer and fall 1 year 
iS 
- ANTECEDENT CAUSES 
*This does not mean 
e the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) Cerebral Hemorrhage 
as heart failure, asthenia, | rise to the above cause (a) stating 
ete. It mecns the die- the underlying cause last. 
h case, injury, or li DUE TO (c) Hypertension Years 
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS 
ie Conditions contributing to the death but not 
related to the disease or condition causing death. 
t, 19a. DATE OF OPERA. | 19. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
e, (Int'l. list # 2???) ves no 
e 21a. ACCIDENT (Specify) 21b. PLACE OF INJURY (ee..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) 
HOMICIDE St. Louis Missouri 
" 21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? 
INJURY 9 10 54 Fell 
d 2. I hereby certify that I gitended | the deceased from ove 15 1923, to Sept. 10 Igo, that I last saw the deceased 
0 alive on _ septs 9 19_2'+ 24 , and that death occurred at —32.1CAm, , Jrom the causes pr on the date stated above. 
h Dr. A completes the certificate without regard to order of causes or duration of disease. ren to reconstruct es- 
sentials of case history. Dr. A must be asked to clarify record before any data can be extract 
1- 
st 
FIG. 2 
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION 
is _Enter only onecause per | |. DISEASE OR CONDITION H 
line for (0h, and (@) | DIRECTLY LEADING TO DEATH® (a) Cerebral hemorrhage few mine 
ANTECEDENT CAUSES 
*Thia does not mean 
ie the mode of dying, such | Morbid conditions, if any, giving DUE TO (b), Fall against chair 
as heart failure, asthenia, | rise to the above cause (a) stating 
ete. It means the die- the underlying cause last. 
oO case, injury, or compli DUE TO (c) 
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS 
condtion _pertensicn and cancer of brain 
y- 19a. DATE OF OPERA: | 19. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
(Int'l. list £9030) ves Gd 
21a. ACCIDENT (Specify) 21b. PLACE OF INJURY (e...inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) 
d SUICI home, farm, fgotory, street, office bidg..ete.) 
HOMICIDE Accident St. Louis Missouri 
1- 21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED. | 21f. HOW DID INJURY OCCUR? 
mury 9 10 5h “trwome Fell against chair, striking side of head 
:- 22. I hereby certify that I attended the d d from Nov. 15 19.23, lo Sept. 10 , 1924, that I last saw the deceased 
. alive on Sept 1954, and that death occurred at 9:10 am., Srom the causes poe on the date stated above. 
vf Dr. A believes the fall to be the underlying cause of death and completes the certificate in every detail. Record unam- 
biguously classified as being due to a fall on the same level at home, E 903.0. 
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FIG. 3 
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN 
Enter only onecsuse per ISEASE 
and | DIRECTLY LEADING TO DEATH") Fell against chair 
ANTECEDENT CAUSES 
*Thia does not mecn Fe 
the mace of uch | endions, an. ing DUE TO (t) verebral hnenorrhage few min. 
heart failure, asthenia, ) stating 
ec. It meena the dia- 
case, injury, or complica- DUE TO (c) Hypertension Years 
tion which ceused death. | 11. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
= dl related to the disease or condition causing death. Cancer of brain l year 
190, DATE OF OPERA: | 190. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
| (Int'l. List # 231X) ves no xd 
21a. ACCIDENT (Opeeity) 21. PLACE OF INJURY (e.g.,isorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) 
UICID 4 bome, farm, factory, street, office bidg.. ete.) 
HOMICIDE ten’. St. Levis Missouri 
21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 
INJURY 2 39 9am Fel] against chair, side of head 


22. I hereby certify that I attended | the deceased from hove 


, 19-23, to _Septe 10 


, that I last saw the deceased 


alive on 19_5/,, and that death at from the causes and on date stated above. 


Dr. A believes the hypertension led to the hemorrhage and in turn to the fall and that the cancer was contributory. 


Record can be classified statistically in only one way as 331. 


FIG. 4 
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN F 
Enter only onecauseper | TREC TT Y LEADING TO DEATH* Fall ayainst chair 
line for (a), (b), and 
ANTECEDENT CAUSES 
*This does not mean 
the mode of dying, auch Morbid conditions, if any, DUE To (») _ Cerebral hemorrhage _few 
as heart failure, asthenia, | rise to the above cause e (a) 
ete. It means the | Undertying cause Cans 
DUE TO ancer of train l year 
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but 
telated to the disease or condition causing death. Hypertenss on Years 
19a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
Int'l. list # 193X) ves) no 
21a. ACCIDENT (Bpecity) 21D, PLACE OF INJURY (eg. orabout | (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE) 
bome, farm. factory. 
HOMICIDE Acasdent St. Lovis Missouri 
21d. TIME (Most) (Day) (Year) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 
4 “wore | Yell against chair, striking side of head 


Love 15 
22. I hereby certify | that I attended the deceased from __~"* ~<-_, 


19 24 to _ sept. 10 19.24, that I last saw the deceased 


alive on 1954_, and that death occurred at , from the causes and on the date stated above. 


Dr. A_ believes the cancer led to the Someeriege. which in turn led to the fall and that the hypertension was contribu- 


torv. Record is classified as a cancer death, 


Discussion (Abstract) 


Dr. J. Earl Smith, St. Louis, Mo. The late, great 
Wade Hampton Frost, epidemiologist par excellence, 
and teacher of epidemiology, read a paper under the 
title: “Rendering Account in Public Health” at the 
joint meeting of the public health administration and 
vital statistics sections of the American Public Health 
Association at the 53rd Annual Meeting in Detroit, 
Michigan, October 3, 1924. In his paper Dr. Frost 
made the following observations which are just as 
pertinent today as they were 30 years ago: 

“It is frequently easy to exhibit some figures which, 
though not really to the point, will nevertheless serve 
to impress an uncritical public, and the temptation 
may be great to give them, at least by implication, an 
unduly favorable interpretation. It is more difficult 
and more tedious to present the full argument, based 
on all the facts, and it is perhaps a little humiliating 
to admit that the statistical evidence is deficient be- 
cause we have failed to collect it: But to do this is not 


only more scientific, it is in the end more convincing 
and after all there is no free choice because it is the 
only honest method... .” 

“Finally, it is the only way of progress for the first 
step toward collecting better evidence is to recognize 
the deficiencies of that which is at hand.” 

Dr. Frost then concludes his paper with this bit of 
wisdom: “I believe, too, that if we present our case in 
every instance on all the evidence, if we admit such 
weakness as we know exists, and if we conscientiously 
set about collecting more and better evidence, not to 
prove but to test the cases that are in doubt, then the 
practice of today has nothing to fear from criticism 
and we who recommend it to the public need not be 
embarrassed if such accounting as we are able to ren- 
der cannot be expressed in exact figures at this time.” 

Mr. Bridger, in his very excellent paper, has in effect 
reiterated Dr. Frost’s wise and scientifically sound ap- 
proach to the many facets of morbidity and mortality 
reporting. I wonder how many of us really appre- 


VOLUME 48 


ciate the real significance of establishing a uniform 
Statistical Classification of Diseases, Injuries and 
Causes of Death. The advantages of a uniform statis- 
tical nomenclature, however imperfect, are so obvious 
that one shudders to think of the alternative. 

During the past few years in working with com- 
mittees on maternal and infant mortality I have had 
first hand experience with the problems encountered 
in certifying the specific and real causes of death. It 
has been a revelation to all of us who served on these 
committees to recognize the great discrepancy between 
the cause of death originally certified on the death 
certificate and that finally assigned as the true, or 
reasonably true, cause of death after a thorough in- 
vestigation, by members of the committee, of all the 
many factors involved in a thorough study of each in- 
dividual case from beginning to end. This sort of 
experience is not unique to St. Louis, it has been 
and will be the pattern of all such studies made. It 
takes real courage to embark on such studies, espe- 
cially of the type made in St. Louis. Our studies were 
initiated on a voluntary basis by the practicing physi- 
cians of St. Louis. In my official capacity as Health 
Commissioner of St. Louis I was invited to be a mem- 
ber of both these committees. I can tell you that 
they really investigated themselves in a determined 
spirit to let the chips fall where they may. 

I mention this experience to point up the tremen- 
dous obligations imposed on us, whether we practice 
in the field of private medicine or in the field of 
public health, to make every possible effort to get at 
the true cause of death in each instance in so far 
as that is possible. 

This is not an easy task. Actually we are dealing 
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with hundreds of doctors who were educated at dif- 
ferent medical schools, some of whom are recent grad- 
uates and others who have been practicing over 50 
years. As a result the medical entries on sickness rec- 
ords and death certificates are certain to be of mixed 
terminology and very difficult to fit into the Inter- 
national Statistical Classification. 

Also we must remember that health departments, 
state and local, must make every effort, good or bad, 
depending upon the competency of their coders, in 
assigning these deaths to related groups of causes of 
death as defined in the International Classification. 

Statistical data are only as good as the raw ma- 
terial from which they are collected. While we know 
that a perfect classification cannot and never will be 
achieved we must make every possible effort in the 
interest of uniformity of classification. 


There are those who would discredit the attempt at 
uniformity because it is not perfect. To these one 
can quote Professor Major Greenwood: “The scientific 
purist, who will wait for medical statistics until they 
are nosologically exact, is no wiser than Horace’s rustic 
waiting for the river to flow away.” 


As pointed out in the Introduction of the Manual 
of International Statistical Classification: “Classifica- 
tion is fundamental to the quantitative study of any 
phenomenon. It is recognized as the basis of all scien- 
tific generalization and is, therefore, an essential ele- 
ment in statistical methodology. Uniform definitions 
and uniform systems of classification are prerequisites 
in the advancement of scientific knowledge. In the 
study of illness and death, therefore, a standard classi- 
fication of disease and injury for statistical purposes is 
most essential.” 
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Recent Developments and the Present 
State of Industrial Medicine and 


Surgery* 


EDWARD C. HOLMBLAD, M.D., Chicago, Ill. 


The establishment of industrial medicine on a solid foundation, its functions, and gratifying 
results are portrayed by one of the pioneers in the field. 


THE RAPID movement of industries from New 
England and other northern states, as well as 
the establishment of many entirely new indus- 
trial units throughout the southern states, 
offers one of the greatest challenges to the 
medical profession. There are many medical 
and surgical services needed by industry, and 
the medical profession needs to understand 
the industrial or occupational viewpoint as it 
applies to industrial medical services. 

Historically, industrial medical services 
have developed to a greater degree during the 
past fifty to sixty years. It is recognized that 
railroads and some industries did have medi- 
cal departments and did render some indus- 
trial medical services prior to that time, but 
for the most part they were to care for the 
industrially injured employees. Of course, 
there were physical examinations by railroad 
surgeons to qualify engineers, dispatchers, and 
other train operating employees, and later 
the periodic examination of such employees. 
During the latter part of the nineteenth cen- 
tury and early in the twentieth century, the 
position of the industrial physician was 
looked down upon. He was considered a com- 
pany physician who was always favoring the 
employer and the medical profession looked 
down upon him because he received a salary 
for his services instead of a fee for each serv- 
ice. You all remember how industrial doctors 
used to be classified as “contract physicians 
and surgeons.” 

There is a correct, dignified, and honest 
way to practice occupational medicine, and so 
it became apparent to both industry and the 


*Read before the Joint Session, Section on General Practice 
and Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Eighth Annual Meeting, St. Louis, 
Mo., November 8-11, 1954. 


medical profession that an industrial plhysi- 
cian could practice honest, ethical medicine. 
He established himself as a “neutral” who did 
not favor either the employer or the em- 
ployee. He knew the medical facts and find- 
ings and he made his reports and decisions on 
what he knew was medically right, “let the 
chips fall where they may.” 

It is gratifying that the specialty of occupa- 
tional medicine has now reached dignity and 
prestige equal to all the other specialists. The 
desire for industrial cases by all specialists, 
surgeons, internists, radiologists, dermatolo- 
gists, and even gynecologists, attests to the 
dignity and desirability of industrial medi- 
cine and surgery. We have come a long way 
in the last fifty years. 

With the advent of the Workmen’s Com- 
pensation laws in 1912, now in effect in prac- 
tically all states, the importance of the best 
possible medical care became apparent. More 
recently we have occupational disease laws 
that charge industry with the cost of medical 
care and compensation as well as permanent 
disability for occupational disease conditions. 

The relationship of the industrial physician 
and surgeon to the other specialties is interest- 
ing. I like to compare this relationship to that 
of the pediatrician to all the specialties. Dur- 
ing infancy and childhood, the pediatrician 
consults and uses all of the specialists in the 
treatment of his pediatric patient. They may 
be surgeons, internists, cardiologists, ophthal- 
mologists, otolaryngologists, urologists, neu- 
rologists, radiologists and, in fact, those in 
practically all the specialties except obstetrics 
and geriatrics. Now, when the industrial 
physician takes over, he has a similar relation- 
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ship to all of these specialists in the evalua- 
tion and treatment of his industrial patient. 

Every specialist has to realize that there is 
an industrial aspect or viewpoint in the treat- 
ment of the industrial patient. Take, for ex- 
ample, the orthopedic case with an interverte- 
bral disc problem allegedly due to a stooping 
or lifting effort. We leave the details of diag- 
nosis up to the orthopedist, that is his special- 
ty. What we must know from this specialist, 
from the industrial point of view, is his defi- 
nite opinion and have his statement as to 
whether he believes this intervertebral disc 
condition was caused by the stooping or lift- 
ing effort, or whether it was coincidental. Was 
it a causative or simply a casual relationship? 
Also, we must know the best recommended 
treatment to get this patient well. Now, if the 
best qualified specialists do not give us reli- 
able, specific opinions, then unfortunately, 
the incompetent, substandardly qualified 
physicians, exemplified by the professional 
testifiers, will accept this challenge. Another 
example is that of a gynecological consulta- 
tion. When a woman employee alleges in- 
ternal gynecological conditions and displace- 
ments, or a relaxed pelvic floor, it is impor- 
tant that the consulting gynecologist give us 
an honest, reliable, and specific statement as 
to the cause of this condition. Again, if our 
best qualified specialists do not give us these 
answers on industrial cases, this work will be 
done by those less qualified. 

The development of the guiding principles 
of occupational medicine, printed in the 
Journal of the American Medical Associa- 
tion* has been most useful in clarifying many 
of the problems of industrial practice. For 
instance: “Industrial Medicine is a compo- 
nent of Occupational Medicine provided to 
employed groups by an employer or other 
third party with a valid interest,” . . . Further, 
“The interjection of a third party who has a 
valid interest, or who intervenes between the 
physician and the patient does not ‘per se’ 
cause the contract to be unethical. A third 
party has a valid interest when by law or 
volition the third party assumes legal respon- 
sibility and provides for the cost of medical 
care and indemnity for occupational dis- 
ability.” To me, this means that an employer 
paying hospital and medical costs as well as 
disability benefits has a right to know what 


*J.A.M.A. 155:364, (May 22) 1954. 
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he is paying for and a right to know that these 
charges are proper, honest, and reasonable. I 
do not know why it is, but many physicians 
raise or double their charges and fees when 
they know that someone other than the pa- 
tient pays the bill. Recently, we are observing 
a bad practice in which physicians add their 
regular fees to those allowed by Blue Shield 
or other indemnity physicians’ fee coverage. 
Within the past year an employee earning 
$250.00 per month had a hysterectomy. When 
she asked her surgeon for his bill, he wanted 
to know what the Blue Shield paid. On being 
told it was $150.00, he said: “Well, you do not 
have to pay for that as your company pays for 
it, and since my regular fee is $250.00, your 
fee will be $400.00, or the total of these two.” 
How long can such practices continue without 
bringing the medical profession into disrepute 
and threatening us with socialized medicine? 

In reality, industrial medical fees should be 
less than regular practice fees because there 
are no credit losses. There is no reason why 
an employer should pay more to make up for 
the fees charged private patients who do not 
pay their bills. 

The industrial physician can be helpful to 
the family physician by providing diagnostic 
laboratory service and by the many referrals 
he makes to the family physician. In a plant 
of 10,000 employees last year, 20,000 referrals 
were made to the family physician. That is an 
average of sending each of the 10,000 em- 
ployees to his family physician every six 
months. The industrial physician does not 
want to treat nonoccupational conditions ex- 
cept for minor illnesses for which the patient 
would in most cases not go to a physician. 

The family physician can aid the work of 
the industrial physician by giving specific and 
adequate diagnosis on disability certificates. 
You may not know it, but this question of 
medical certificates has become so bad and 
unreliable that they are no longer called 
“medical disability certificates,” now being 
called “certificates of convenience.” 

Every physician has had some of his pa- 
tients ask him to sign fraudulent certificates 
so they can get two or three weeks’ sick bene- 
fit pay. To do so is fraud, and it does not 
take very long for such a physician to get a 
bad reputation in his community. Nonoccu- 
pational disability benefit payments now be- 
ing made in Rhode Island, New York, New 
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Jersey, and California tend to foster such 
abuses. 

It should also be remembered that such 
vague diagnoses as “general run-down condi- 
tion,” “nervous exhaustion,” “general debili- 
ty,” “needs six weeks’ rest,” are not adequate 
to permit the plant physician to approve sick 
benefits. Most physicians are cooperative 
when they realize the necessity of specific, re- 
liable, factual medical certificates. 

There has been a recent development in 
the field of occupational medicine that gives 
recognition to the advancements made in this 
specialty. This is the formation of the Ameri- 
can Board of Occupational Medicine as a 
sub-board of the American Board of Pre- 
ventive Medicine, so approved on October 10, 
1954. This has been set up under the guidance 
of the Interim American Board of Occupa- 
tional Medicine and the Advisory Board to 
the Medical Specialties. It is the culmination 
of some fifteen years of intensive effort to 
gain this specialty recognition. 

The overall challenge in Industrial Medi- 
cine is the opportunity to keep all industrial 
workers in the best possible physical and 
mental condition. To do this it is important 
that optimum health be maintained not only 
during the working hours, but also at all 
times while the worker is at home, during 
recreational periods, and even during vaca- 
tions. There is a great variety of medical 
problems in Industrial Medicine. These may 
vary from the proper placement at work of a 
handicapped individual, to the permanent 
disability evaluation, or possibly the rehabili- 
tation and re-employment of a patient having 
arrested pulmonary tuberculosis, or the re- 
employment of an employee who has had 
treatment in a mental institution possibly 
with shock therapy. There is the opportunity 
to examine employees and detect disease 
among them in its early stages. Evaluating 
cardiac conditions and symptoms in connec- 
tion with a possible coronary episode remains 
a challenge for our best clinicians. Also, there 
is the opportunity of giving health informa- 
tion and the possibility of preparing articles 
on health for the employees’ plant paper or 
publication. 
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The satisfactions of practicing medicine 
with complete, modern facilities and equip- 
ment, and the privilege of having the best 
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possible consultation on industrial cases, mean 
much to the industrial physician. All prob- 
lems of fees and money matters are elimi- 
nated. 


It matters not whether you start your in- 
dustrial practice on an “on-call” basis, later 
developing it into part-time at the plant and 
possibly into a full-time medical director posi- 
tion, there are always adequate challenges 
and rewards. The rapid growth of this special- 
ty definitely indicates that Industrial Medi- 
cine is a desirable, pleasant, and satisfying 
type of practice. 


Discussion (Abstract) 


Dr. Val C. Baird, Houston, Tex. It is a real privi- 
lege to discuss a paper by Dr. Holmblad in the field of 
Industrial Medicine. There is no one in this country, I 
believe, who is better qualified to express the view- 
point that he has discussed here this morning, since 
he has spent a good part of his medical life in this 
field. He was one of the founders of the Industrial 
Medical Association, which is a national organization 
of over 3,000 members that devote either their full or 
part of their time to the field of Industrial Medicine. 
It has an annual meeting, the next being held in 
April. For those in general practice who are interested 
in getting 3 or 4 days of concentrated discussions of 
the various aspects of Industrial Medicine, there is no 
better opportunity than that annual meeting. 


Dr. Holmblad is also an official of the Occupational 
Health Institute which is the organization which has 
now accepted the responsibility of setting up standards 
for Industrial Medicine in industry and is promoting 
education in this field. Any industry that wishes to 
have its medical department approved by the Occu- 
pational Health Institute may do so through Dr. 
Holmblad. 


In the last 23 years during which I have devoted my 
full time to Industrial Medicine, I have found that it 
offers a challenge to the very best of my personal and 
professional abilities at all times. 


The opportunities for real service are great. One 
develops associations with people over a long period 
of time, and if one accepts one’s responsibilities as a 


_physician, the opportunity to be of service to an 


organization is very great. 


I have been impressed with one situation that I 
think is worth mentioning. This is the importance 
of communication between the physician and _ his 
patient, between the patient and his employer and, 
between the physician and the employer. 


We should realize always that the word of the physi- 
cian is respected greatly by the persons who are 
responsible for the management of organizations and 
the employment of people. We should be very care- 
ful that serious consideration is given to all of the 
possible effects of what we may say to our patients to 
be taken back to their employers. 


So often when we, without serious consideration of 
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the full effects of it, give a note to one of our patients 
saying that he is not permitted to do certain types of 
work, we may, in effect, be denying that individual 
the opportunity for work because his abilities may only 
permit him to do certain types of work. Thus, careful 
thought of its full effect should be given by the physi- 
cian when he gives directions concerning the employ- 
ment of his patients. 


THERE IS AN INDUSTRY IN YOUR FUTURE—O’Connor 993 


The final goal of occupational medicine, as for all 
medicine of course, is to promote a state of optimum 
health for the people we serve. Industrial Medicine, I 
believe, in many ways gives those who work with it an 
opportunity to do this at least equal to that afforded 
those in general practice. 

It has been a real pleasure to be here and to discuss 
Dr. Holmblad’s paper. 


There is an Industry in Your Future: 


R. B. O'CONNOR, M.D.,t Boston, Mass. 


Increased activity of the medical profession in industrial medicine is a foregone conclusion. 
The preoccupation of management with preventive medicine is clearly set forth by the author. 


THESE ARE changing times,—rapidly chang- 
ing indeed. Many of you who have no direct 
association with industry at present will have 
in the not too distant future. The relationship 
some of you may now have with industry will 
increase. There are many reasons for making 
such a confident prediction. There are many 
reasons for saying, “There is an industry in 
your future,” and the purpose of this paper is 
to try to describe and explain some of them. 


Group Insurance Plans 


Consider first the growth of prepaid group 
health insurance in the past fifteen years. All 
types of prepaid plans have been developing 
at a remarkable rate. More people are being 
enrolled, and the types and amounts of cover- 
ages are being broadened. It takes money to 
pay group insurance claims; that money has 
come from industry and from the workers 
own pocket. But, more and more, industry is 
paying the whole bill. Recent labor-manage- 
ment negotiations are giving further impetus 
to this trend. 

This means that industry increasingly is 
paying the costs of all kinds of illnesses. Re- 
sponsibility for injuries and illnesses related to 
work was placed upon industry by the Work- 


*Read in Joint Session, Section on General Practice, and 
Section on Industrial Medicine and Surgery, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

+From the Loss Prevention Department, Liberty Mutual In- 
surance Company, and the Harvard School of Public Health, 
Boston, Mass. 


men’s Compensation Acts. The new trend is 
adding the responsibility for nonoccupational 
conditions, and this represents a cost of no 
mean magnitude. 

It is common for group insurance premiums 
for nonoccupational conditions to cost three 
to five times as much as the workmen's com- 
pensation premium. Industry has always been 
concerned about their workmen’s compensa- 
tion costs just as they are about any other pre- 
ventable or reducible element of production 
costs. Here is an additional sum representing 
three to five times that amount. Indeed, with 
broader coverage, increased benefits, and the 
inclusion of dependents in the insured, the 
ratio sometimes becomes staggering. One com- 
pany pays $80,000 a year for its workmen’s 
compensation coverage; it pays $750,000 for 
the broad group insurance coverage. Another 
company pays $120,000 a year for workmen's 
compensation and $900,000 for its group in- 
surance. As an example of an extreme situa- 
tion, one company pays only $45,000 annually 
for the workmen’s compensation premium, but 
pays about $600,000 annually for its group in- 
surance for nonoccupational benefits, includ- 
ing hospitalization, surgical and medical bene- 
fits for employees and their dependents, and 
sickness disability payments for the workers. 


These costs are reaching a magnitude that 
management no longer can afford to ignore. 
Increasingly, managements of industry and 
business are searching for methods of keeping 
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such costs from going off the top of the chart. 
Almost no one wants to cut back the scale of 
those benefits. But the costs of those benefits 
are becoming so high as to be almost prohibi- 
tive. 

Ways have been found to keep workmen’s 
compensation experience down to a reason- 
able figure, despite the fact that those bene- 
fits have doubled and even trebled in the past 
few decades. This has been done through pre- 
venting accidents by safety and medical meth- 
ods, such as through proper control and han- 
dling of the instances that have occurred. If 
this had not been done industry could scarce- 
ly afford the level of benefits that now prevail 
under the Workmen’s Compensation Acts. 

Similarly there is need for prevention and 
assistance from the medical profession in the 
area of nonoccupational disabilities. A plant 
could have the broadest and highest scale of 
group insurance coverage at modest cost, if 
the people in the group who are insured rarely 
became disabled. Then the ones who did be- 
come disabled could have a much higher scale 
of benefits that would more nearly meet their 
needs, at a premium cost that would not be 
prohibitive. 

Every element of production cost is of vital 
significance to a continuing successful business 
enterprise. With group insurance looming so 
large as an increasing element of production 
costs, management is understandably seeking 
ways to prevent such staggering expense. 


The question is often asked, “Isn’t a man’s 
health his own private affair?” It is. But 
when lack of health interferes with produc- 
tion and when it results in huge production 
costs in the form of group insurance, manage- 
ment has a legitimate, even an impelling in- 
terest in it. 


Many plants have already provided an in- 
plant medical service geared to help prevent 
and to take care of in-plant injuries. But non- 
occupational conditions may cost three to 
twenty times the workmen’s compensation 
costs. And plant injuries account for only 10 
per cent of absenteeism. Nonoccupational con- 
ditions cause the other 90 per cent. So man- 
agement wonders if there is not something 
that in-plant medical people can do about the 
nonoccupational illness problem and the ris- 
ing cost of group insurance. 
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There is. And it offers the most challenging 
and promising area of medicine for the future. 

The need is for prevention of sickness and 
of sickness disability. We sometimes hear the 
questions, “How can you prevent appendi- 
citis?” “How can you prevent arterioscle- 
rosis?”” There are so many things we cannot 
prevent and we should be very humble, but 
not so humble as to be defeatist. When we 
cannot prevent a condition itself we can often 
prevent, or at least considerably delay or mini- 
mize the disability arising from the condition. 
It is the disability that really counts. It costs 
the employee money because disability bene- 
fits very rarely equal wages and prepaid plans 
usually do not pay all bills relating to an ill- 
ness. It costs the employer money because it 
deprives industry of that man’s production 
and it adds dollars in paid-out benefits to that 
plant’s insurance experience and hence to the 
premiums it must pay. Much disability from 
work represents needless loss both to employee 
and employer and it can be subject to preven- 
tion. We have seen broadly effective medical 
programs in industry, including part-time pro- 
grams, often reduce absenteeism by 25 per 
cent, sometimes as much as 50 per cent. Group 
insurance losses of course are to some degree 
a reflection of sickness absenteeism. Since in- 
dustrial medicine can produce such results it 
is understandable that management is increas- 
ingly turning to industrial medical programs 
for prevention of the tremendous costs of 
group insurance. Two problems the general 
practitioner is continually faced with are get- 
ting the individual patient early when one can 
do the most for him, before he is disabled (it’s 
the disability that counts), and getting him 
back for follow-up after the condition has sub- 
sided, to prevent it from recurring and again 
becoming disabled. The right kind of an in- 
dustrial medical program will get him into his 
family doctor’s hands early and will follow 
his course to see that he stays under his physi- 
cian’s care if he needs it. Here then are two 
obvious ways, of the many ways available, to 
prevent disability. Here then is one important 
reason why managements are turning to phy- 
sicians to get them into the plants, part-time 
or full-time, to establish industrial medical 


programs. 
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Assistance in Personnel Matters 


Another important reason for predicting an 
industry in your future is management’s need 
for the assistance of medical people in its per- 
sonnel and industrial relations affairs. Han- 
dling machines, methods, and materials, is es- 
sentially an engineering problem and there 
are many adequate sources for management 
to obtain competent assistance. The fourth 
“M” of production, Men, however, represents 
a problem which is not engineering and for 
which answers are not readily available. To 
help in this, management needs the right kind 
of medical assistance. 


This means a doctor and nurse who know 
the plant and its people, their union contract, 
their insurance experience, their placement 
methods, their job demands and their produc- 
tion needs. 


What to do with a man of twenty years 
service in the plant, who now returns after a 
coronary attack. His family doctor’s note rec- 
ommending light work is not of any help. 
What is light work? I have seen one such case 
transferred to the job of “blueprint chasing.” 
The man was not required to lift anything 
heavier than a blueprint,—certainly a light 
job. But the job also required him to walk 
throughout the plant, and up and down stairs 
all day long, obviously not the proper work 
for a cardiac patient. 


The changing times have brought to man- 
agement’s desk many personnel problems, 
both individual and group, that require the 
considered assistance of in-plant medical peo- 
ple. Here is just one of the many examples 
that might be cited to indicate industrial 
medicine’s role in personnel matters. It hap- 
pened in my own practice. 


Several people from the same section came 
to the plant medical department during one 
week, asking for transfer to other work on 
medical grounds. One complained that the 
odor of the solvents produced nausea, one that 
the noise was producing jitteriness and head- 
ache, one that the heaviness of the work was 
producing pain in the back and in the legs. 
I asked the supervisor of that section to visit 
me. Discussion revealed that the supervisor's 
wife was threatening to divorce him. As a re- 
sult he had become irritable and crotchety 
and was mishandling his men. The names of 
the employees requesting transfer were not 
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given him but their symptoms were. When he 
realized the effect his preoccupation with his 
own situation was producing, he got his men 
together and explained his personal problem 
to them. From then on his section again re- 
turned to an even keel. Indeed his men were 
most sympathetic and tried to help him in- 
stead of trying to get out from under him. In 
fact, their productiveness actually increased. 
Had these people each gone to his own family 
physician no doubt some at least would have 
returned with notes from the doctor request- 
ing transfer. The real source of such a prob- 
lem can only be reached by an industrial phy- 
sician within the plant. 


Relation of Health to Work Effectiveness 


A third impelling reason for the adoption 
of broader in-plant medical programs is the 
increasing recognition of the relationship of 
health to productivity. With wages increasing 
and the market becoming more competitive, 
management looks for means of increasing the 
individual effectiveness of its people. When a 
man is out sick he is completely nonproduc- 
tive. Even though at work he may be dragging 
himself around at half efficiency, when the 
right medical attention, often merely in the 
form of medical counseling and guidance, 
would return him to full productivity. 

It may be surprising to you to learn that the 
net worth of improving the working effective- 
ness of the people in the plant by as little as 
one and one half per cent is often the dollar 
equivalent of the plant’s total workmen’s com- 
pensation premium! Is it any wonder that 
management is increasingly buying industrial 
medicine; that there will be an industry in 
your future. 


Executive Health Programs 


A fourth significant reason for the growth 
of preventive medicine in industry is the in- 
creasing consideration being given to execu- 
tive health programs. Here is one of the most 
popular topics in management’s mind today, 
because it realizes the importance of attempt- 
ing to maintain and prolong its unique sig- 
nificant service to its industry. 

As the executive health program develops 
we often hear management asking, “Can’t we 
provide this, at least on a modest scale, for the 
rest of the people in our plant?” They can, 
and to an increasing degree they are doing it. 
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The Problem of Medical Care 


Now let me consider one final thought re- 
lating to the growth of industrial medicine. 
Talk to almost any individual in this country 
today and you will find him concerned about 
the problem of medical care, particularly its 
cost and its availability. I am sure we all want 
the best in medical attention for everyone. 
But what is the best in medical attention? Is it 
more facilities for patching things up after 
they have happened, when they might have 
been prevented in the first place. Many of us 
are of the considered opinion that the real 
need is for more prevention. Patching up is an 
expensive, “‘after-the-fact” approach. Preven- 
tion should be the goal. 


Long established public health practices 
have produced prevention that is excellent 
both in quantity and in quality. Communi- 
cable disease control, sanitation, prevention 
of water pollution and the like have produced 
marked changes in our way of living, and in 
our way of dying. We will always need basic 
public health measures. 

However, now we are facing the many con- 
ditions that cannot be prevented by such mass 
approach. Prevention of disability for the car- 
diac, the arteriosclerotic, the diabetic, the psy- 
chosomatic case, and many others, requires an 
individual approach. In industry we have seg- 
ments of population that can be approached 
on an individual basis. If the problems of 
medical care require more and better atten- 
tion to matters of prevention, of sickness, and 
of sickness disability, and the optimum place 
for such prevention is in the industrial medi- 
cal program, then industrial medicine can be 
expected to continue to grow to meet this so- 
cial need. Particularly is this so when one con- 
siders the many other significant reasons 
stimulating its growth. 


Prepare for the Challenge 


Now, if there is to be an industry in your 
future, are you interested? Probably not, if 
you view industrial medicine as so many physi- 
cians do:—Wrapping up cut fingers and exam- 
ining applicants to see if they are employable. 
If that constituted today’s industrial medicine 
most of us industrial physicians would not be 
interested in it either. 


But from the foregoing it should be appar- 
ent that there is much more to it than that. 
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All of us as physicians one day get irked at 
continually seeing conditions after the fact 
and trying to patch them up. If these patients 
could have reached a physician sooner so 
much could have been prevented. Many doc- 
tors are finding in part-time or full-time work 
in industry a most interesting diversion from 
private practice. Here is the unique opportu- 
nity to practice some individual preventive 
medicine, the kind of medicine we should be 
really proud to practice. Identifying and 
evaluating a subclinical state and guiding the 
individual to corrective action is far more 
difficult and challenging than merely identi- 
fying and removing an inflamed appendix. At 
least, it appears that way to those of us who 
have done both. 


If you do have the opportunity to begin 
practicing industrial medicine either part- 
time or full-time, do not go into it blindly. 
Industrial medicine is not merely medicine in 
industry; it is not merely medical practice 
moved inside the walls of industry. It is a spe- 
cial field of medicine. It involves many things 
that are not learned in medical school or in 
private practice. It requires some knowledge 
of labor-management relations, of union con- 
tracts, of workmen’s compensation laws, of 
group insurance benefits, of personnel prac- 
tices and many other such things. You need 
to know not only its scope but its limitations. 
There are pitfalls along the way, and stepping 
into them may be embarrassing to you and 
may be costly to industry. 

There are many sources of information for 
you in the field of industrial medicine. Medi- 
cal society meetings such as this one can help 
you. The American Medical Association has 
much valuable reference material that is yours 
for the asking. The Academy of General Prac- 
tice is co-sponsoring many symposia on indus- 
trial medicine in the country. More universi- 
ties, medical schools and schools of public 
health are offering short and long courses of 
postgraduate study in industrial medicine. 
Some insurance carriers can help you. 


Summary 


To summarize, we have predicted conti- 
dently that there is an industry in your fu- 
ture. We have offered five of the many im- 
pelling reasons for this prediction. They are: 
(1) The tremendous increase in the cost of 
group insurance coverage for nonoccupational 
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disability, with more of it being borne wholly 
by industry. (2) Management’s growing aware- 
ness of its need for the assistance of the indus- 
trial physician in handling its personnel and 
human relations problems. (3) Management’s 
increasing understanding of the relationship 
of health to worker effectiveness, and the con- 
tribution that good industrial medicine can 
make. (4) Greater attention to programs for 
executive health which lead to a search for 
means of furnishing health services to all em- 
ployees. (5) The problems of medical care in 
this country emphatically require greater at- 
tention to prevention, and industry is the logi- 
cal place to accomplish this. If there is to be 
an industry in your future, I urge you to take 
advantage of the many opportunities for learn- 
ing now being offered to prepare yourself in 
this rapidly growing, special field of medical 
practice. 


Discussion (Abstract) 


Dr. Henry G. Butker, New Orleans, La. First | 
want to thank Dr. O’Connor for the privilege of being 
asked to discuss his paper, and at the same time state 
that, being only a neophyte in the field of industrial 
medicine, I am at a loss to add anything to the fine 
presentation given him on the subject he has chosen 
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and so thoroughly covered. It seems pointless to dis- 
cuss anything about which we both agree—I would 
therefore like to stress a few points. 


There is no question in the minds of all of us that 
prevention is the key to the solution of the problems 
presented, especially so of the increasing costs of group 
insurance for nonoccupational benefits, including hos- 
pitalization and surgical and medical benefits for em- 
ployees and their dependents. This means not only 
prevention of these costs, but the prevention of the 
man-hours lost, which in turn affect the production 
cost. 


The problem, therefore, is what can be done to re. 
duce these costs and solve the problem for everyone 
concerned. I am not qualified to answer the question 
at this time, but it is a definite challenge to all of 
us that are especially interested in the field of indus- 
trial medicine. Much has already been done in the 
past, for example: (1) Careful pre-employment exam- 
inations, including, of course, the patient's past his- 
tory; (2) prompt and proper care of the injured or 
sick individual with early rehabilitation; (3) in-plant 
medical and nursing service; (4) routine physical 
check-ups; (5) executive health programs; and (6) 
careful attention to individual and group personnel 
matters; etc. 

All these and many other matters can be improved 
and expanded. With these things in mind I would, 
therefore, urge all of you to be constantly awake, so to 
speak, for devising and developing ways and means by 
which these things can be brought about and, by so 
doing, there will definitely be an industry in your 
future. 


A HOTEL RESERVATION APPLICATION FOR 49th 


ANNUAL SESSION, HOUSTON, NOVEMBER 14-17, 


APPEARS BETWEEN 


PAGES 1002 AND 1003. 


MAKE YOUR RESERVATION NOW! 
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THE PHYSICIAN AND HIS 
COMPENSATION PATIENT 


Private health, compensation and personal 
liability insurance stand as the alternative for 
socialized medicine. Yet, we as physicians fail 
far too often to recognize our responsibility to 
the insured patient and to his guardian, the 
insurer. This unhappy situation is especially 
true in the compensation case. Compensation 
insurance is a closely supervised, highly com- 
petitive field in which, to survive, the par- 
ticipants must rely on better service and ex- 
cellent public relations. Without efficient 
handling of claims, rapid rehabilitation and 
early estimation of the extent of permanent 
disability, no insurance adjuster can attain the 
desired goal for his client, the patient. 


To meet the patient’s problems, the ad- 
juster must look to the physician early for 
information and guidance. Without full in- 
formation on which to estimate the total cost 
of medical care and permanent disability, the 
insurance company cannot know what funds 
to set aside for care of the patient. This 
budgeting is important to the carrier and to 
the employer in contract business as the cost 
of care for the employee is frequently a large 
item. The physician’s primary responsibility 
is to rehabilitate the sick or injured. With 
the rapid industrialization of the South this 
responsibility, both as a citizen and as a phy- 
sician, includes an understanding of the ad- 
juster’s problems and of the adjuster’s respon- 
sibilities to the injured worker, to the em- 
ployer, to the insurance company and to the 
physician. Nicholson, in his chairman’s ad- 
dress before the 1955 Orthopedics Section of 
the American Medical Association, discussed 
the role of the doctor and his duties to the 
compensation patient. He pointed out the 
errors in the medical care of compensation 
patients that lead to a series of events which 
result in an uncooperative patient, an unap- 
preciative employer, a dissatisfied insurance 
company and a defeated program. Compen- 
sation insurance is a necessary protection for 
the employer and the employee. As _ physi- 
cians, we should respect the dignity of man, 
especially the injured working man. We 


should realize that in the majority of cases 
the insurance adjusters are well trained indi- 
viduals, frequently young lawyers who are 
as anxious as we to serve the patient well. 
These young men and the older, experienced 
men in the field are gentlemen worthy of ev- 
ery consideration. We are the only authori- 
ties to whom they can turn. Full cooperation 
with them in handling their client’s problems 
will make the compensation cases less arduous 
to the physician. We all accept our responsi- 
bility to the physician who refers us a patient. 
The same courtesy is due the insurance com- 
pany. 

It is recognized that doctors detest forms of 
all types. Nevertheless, the insurance form is 
a necessary evil that is here to stay. In reality, 
completion of a compensation insurance form 
is less troublesome than writing a letter. In 
most instances the secretary, with a little as- 
sistance, can handle the forms without diffi- 
culty. 


If our insurance program fails, the alter- 
native will be state or government provision 
for compensation which means more forms, 
less individual freedom and an _ increased 
budget to be subsidized by the taxpayer. The 
time has come for all physicians to recognize 
the insurance carriers and their representa- 
tives as co-workers who in this age of indus- 
trialization will grow in importance in our 
professional welfare. 

Lenox D. Baker, M.D. 


TREATMENT OF INFECTIOUS 
HEPATITIS 


Before World War II the treatment of 
catarrhal jaundice was in the main sympto- 
matic. With the advent of great numbers of 
cases of infectious hepatitis among the per- 
sonnel of the Armed Forces in the European 
theater of operations, the disease was more 
carefully studied and plans of management 
evolved. Nevertheless there was not unani- 
mous agreement on certain phases of treat- 
ment. 


Some observers felt that strict bed rest 
should be enforced not only until symptoms 
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and signs disappeared but even until liver 
function tests became normal. Others felt the 
period of bed rest might be shortened. There 
was also a divergence of opinion relative to 
the dietary management of patients having 
infectious hepatitis. Certain observers be- 
lieved a high-protein, high-calorie diet with or 
without added vitamins and amino acids was 
advisable. Others, however, could not agree 
that these measures were unusually effective. 
Studies relative to relapses or recurrences of 
infectious hepatitis have not demonstrated 
that these have any relationship to the thera- 
peutic regimen. 

The epidemic of infectious hepatitis in 
American Army personnel, in 1950, in Korea 
led to the establishment of a Hepatitis Center 
in Japan. A “Hepatitis Study Team,” or- 
ganized in 1951, went to the Center to study 
the disease and its treatment. The report of 
the critical study of 460 patients has been pub- 
lished recently. 

The treatment which had been routine be- 
fore the study was begun consisted of a nu- 
tritious diet supplemented by vitamins and 
choline, and bed rest maintained until the 
symptoms and signs had disappeared and un- 
til bilirubin and Bromsulphalein tests were 
normal. This was followed by two weeks of 
progressive ambulation to unrestricted activ- 
ity. As background for the study the records 
of 2,448 patients admitted to the Center the 
previous year and treated in this fashion were 
reviewed. 

Patients allotted to different groups in the 
hepatitis study were selected at random. 

The first study was to evaluate the relative 
effects of diet and rest and involved 260 pa- 
tients. The patients who were permitted 
freedom of activity about the wards had a 
slightly shorter illness than those upon strict 
bed-rest. The patients forced to take a 3000 
calorie diet including 150 grams of protein 
with choline and multivitamins had an illness 
22 per cent shorter than the patients permitted 
to eat as they wished of the regular hospital 
diet. The serum bilirubin fell more rapidly 
in the forced-diet group. At the time of dis- 
charge flocculation and turbidity tests showed 


1. Chalmers, T. C., Eckhardt, R. D., Reynolds, W. E., 
Cigarroa, J. G., Jr., Deane, N., Reifenstein, R. W., Smith, 

W., and Davidson, C. S.: The Treatment of Acute In- 
fcctious Hepatitis. Controlled Studies of the Effects of Diet, 
Rest, and Physical Reconditioning on the Acute Course of the 
Disease and on the Incidence of Relapses and Residual Ab- 
normalities, J. Clin. Invest. 34:1163, 1955. 


the same for both groups. Asymptomatic 
Bromsulphalein relapses occurred equally in 
both groups. Ambulation of patients who 
had been on strict bed-rest and who still had 
abnormal physical or liver function tests was 
not followed by any evident untoward effects. 

The second study was to evaluate the sig- 
nificance of various dietary components in a 
group consisting of 200 patients. It was shown 
that those receiving a high protein diet (19 
per cent protein calories) had a 14 per cent 
shorter mean duration of illness than those 
fed a normal diet (11 per cent protein calo- 
ries). A high calorie diet (4000 calories) did 
not alter the duration of illness over that in 
patients fed the normal calorie diet (3000 cal- 
ories). Supplemental choline and multivita- 
mins did not shorten the period of illness over 
patients who took placebos. Asymptomatic 
Bromsulphalein and serum bilirubin relapses 
occurred equally in all groups. The fall in 
serum bilirubin was more rapid in the high 
protein groups. 

The third study was the evaluation of the 
effect of strenuous exercise during convales- 
cence. Its object was to learn if the period of 
hospitalization could be shortened by elimi- 
nating the one to three weeks usually re- 
quired to gain strength after strict bed rest. 
In 88 patients given two weeks of strenuous 
exercise early in their convalescence, there 
were more increases in Bromsulphalein re- 
tention and in total serum bilirubin and in 
nontender hepatomegaly during the first week 
of reconditioning as compared to controls kept 
in the hospital. These findings were usually 
not combined in a given individual and us- 
ually disappeared in the second week of ex- 
ercise. 


The fourth study was a follow-up for an 
evaluation of late effects of the disease as re- 
lated to treatment during the acute phase of 
hepatitis. One hundred subjects of the first 
group and 88 of the second had follow-up 
examinations eight to twelve months after 
discharge from the hospital. Nothing re- 
markable was found. Of the former patients 
147 were compared to 460 normal controls as 
they rotated back to the United States. 
Though the patients showed an increased fre- 
quency of hepatomegaly, tenderness of the 
liver and spider angiomata, the liver function 
tests showed results no different than those of 
the controls. 


=] 
1- | 
1 
i- 
n 
iS 
l- 
1 
1 
> 
] 
4 
> 1 
4 | 
| 
| 
a 
j 
; 
4 


1000 SOUTHERN MEDICAL JOURNAL 


The conclusions actually represent the rec- 
ommendations made for the treatment of 
acute infectious hepatitis in the Armed 
Forces. Patients should be hospitalized as 
soon as the diagnosis is made and should be 
kept at bed-rest for the duration of acute 
symptoms. When they feel well, irrespective 
of the presence of jaundice, they may have 
ad lib activity restricted to the ward. Such pa- 
tients may be discharged from the hospital 
and reconditioning begun when the total 
serum bilirubin is below 1.5 mg. per 100 cc. 
and Bromsulphalein retention is below 6 per 
cent at 45 minutes for at least a week. Those 
in whom the dye is stabilized between 5 and 
10 per cent may be discharged from the hos- 
pital. These items should be retested at two- 
week intervals. The optimal diet is a 3000 
calorie one containing 150 grams each of pro- 
tein and fat. In a stage of severe anorexia 
frequent small feedings should be urged upon 
the patient. 

In civilian practice there is much confusion 
regarding the management of the patient with 
acute infectious hepatitis. These controlled 
studies should be of help in the treatment of 
such patients. 

EpiTor. 


THE INTERNSHIP 


The intern year in its original concept was 
the provision of a transition year between 
graduation from medical school and entry 
into practice. It was to provide an educa- 
tional experience of increasing and graded 
responsibility in the care of patients, thereby 
making the recent graduate a better and a 
more mature practitioner. It represented 
continued and graduate education primarily. 
Secondary to this graduate education, the 
hospital staff of several decades ago derived 
some benefit from the intern in the labora- 
tory work done and histories taken by him. 
He carried out procedures on the patients 
relieving the staff physician of such items. 


The past decade has seen the development 
in some quarters of a new attitude relative to 
the internship and its function. Through the 
advances in medical science both in diagnostic 
gadgets and in newer therapies, and the wide- 
spread sale of hospitalization insurance, the 
incidence of hospitalization has risen sharply. 
This trend has led to a rapid expansion ot 
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hospital beds, and accreditation and accepta- 
bility of hospitals has involved the presence 
of a house-staff. The situation at the moment 
then is, in round numbers, something like 
this,—10,000 approved internships and 7,000 
graduates annually to fill them. There is, 
therefore, a great clamor for interns, and it is 
quite obvious to even the casual observer that 
the thinking relative to the intern’s function 
has changed. In many hospitals the intern- 
ship is not thought of as an educational expe- 
rience for the intern but rather as the provi- 
sion of a service function to the hospital, the 
staff and the patient. Lip service may be paid 
to the educational requirements, but some 
staff representatives coming to the medical 
school searching for interns do not bother to 
do even that. In effect some say baldly, ‘we 
need three pairs of hands, where can we get 
them and how much do we need to pay.’ 


The larger hospitals and the teaching hos- 
pitals are in a better position to offer a real 
educational program and thereby can attract 
interns, with monetary considerations usually 
of secondary importance. The smaller hos- 
pitals with limited staff cases and facilities, 
and hence often unattractive from an educa- 
tional viewpoint can only attempt to attract 
interns by “buying” them with high salaries 
and other emoluments. The inability of 
smaller hospitals to obtain interns for service 
functions has led to much discussion of the 
problem, discussion often bitterly directed 
against the larger hospitals, but often unreal- 
istic in terms of the intern’s objective,—name- 
ly that of furthering his education. 


The answers to the problem have often been 
glib. To graduate enough doctors to fill the 
available internships is obviously unrealistic. 
The cost of expanding medical schools to 
graduate fifty per cent more doctors would 
be prohibitive even if enough qualified appli- 
cants were available. It has been suggested 
that a fifth year be added to the curriculum, 
in effect an intern year. It is not clear how 
this would solve the problem since there are 
still insufficient numbers of students (in the 
fifth year) to fill the vacancies in internships. 
Surely such a plan probably would not stimu- 
late any great number to take a sixth year as 
an internship, or junior residency, if economic 
pressure or personal desire requires entry into 
practice a year after graduation. (The fifth 
year would be this equivalent.) Others have 
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suggested that the internship be abolished en- 
tirely, the fourth year medical student to take 
over this activity. First, this would actually 
mean reducing the medical curriculum from 
four to three years. With the constant expan- 
sion of medical knowledge and inability to 
find time in an already crowded curriculum 
for the teaching of new subjects, would any 
physician wish to have his son’s education so 
curtailed! (If one wished to abolish medical 
education and in its stead set up a trade- 
school, it would be possible to contract the 
curriculum.) Secondly, the abolition of the 
internship and its function delegated to the 
fourth year student would make available 
few, if any more, interns for the non-teaching 
hospitals. Those wishing to enter practice 
after a minimum of training would then do so 
after their internship in the fourth year. 
Those wishing more training would take it, 
especially if of a specialized form, in a larger 
hospital if possible. 

The problem is insoluble as long as the 
number of graduates is less than the number 
of internships available. To increase the num- 
ber of graduates appreciably is impossible. 
The increasing expansion of hospital beds ag- 
gravates the situation still more. 


A solution which has been suggested is that 
the smaller private hospital face the fact that 
it cannot attract interns because of inade- 
quate educational advantages, and that its 
need for house-officers is chiefly that of service. 
Therefore it might forget the educational as- 
pects and hire at the necessary salaries young 
men who have completed an internship to act 
as assistants to the staff. If salaries are ade- 
quate, young men might do this for a year 
or two to save up some money before going 
into practice. It has been suggested that the 
staff contribute to such salaries since the 
young doctors actually would be hired as as- 
sistants. 


Those readers who have the responsibility 
of recruiting house staffs for their hospitals 
will be interested in a series of articles which 
appeared recently.* 

EpiTor. 


* 1. Hick, F. K.: Future of the Internship From The 
Standpoint of the Nonaffiliated Hospital; 2. Boyd, D. A., Jr.: 
Significance and Importance of The Internship From the 
Standpoint of the Specialty Board; 3. Hildebrand, W. B.: 
Future of the Internship From the Standpoint of the General 
Practitioner; 4. Ezell, S. D.: Future of the Internship From 
the Standpoint of The State Licensing Board; 5. Mitchell, J. 
McK.: Future of the Internship From the Standpoint of the 
Medical School; 6. Leveroos, E, H.: Does the Internship 
have a Place in Modern Medical Fducation, }.A.M.A. 158: 
1155-1164, (July 30), 1955. 


The Treatment of Pneumonia* 


“The treatment of pneumonia with specific serums 
offers so much of promise that it would be inadvisable 
and unwise to do less than commend and encourage 
the further intensive study of this development of 
therapy. However, it is possible that this phase of 
treatment has proved so fascinating, has so intrigued 
the interest of the masters of medicine, that other 
considerations are being somewhat neglected, . . . 

“It must be remembered that polyvalent serums 
are still in the experimental stage and that specific 
serums are of proved value in only a small percentage 
of the total of pneumonia cases, . . . 

“During the last two or three decades there has 
been a material reduction in the mortality of most 
diseases. To determine the status of therapeutic suc- 
cess with the pneumonias I sent a questionnaire to a 
number of the larger and older hospitals of this coun- 
try . . . and secured statistics from a sufficient num- 
ber to give the total some value. These institutions 


are the Massachusetts General, Bellevue, St. Lukes, 
Garfield Memorial, Cook County and the Charity at 
New Orleans. . . . The totals are given in table 1. 
TABLE 1 
PROGRESS IN TREATMENT OF PNEUMONIA 


Lobar Pneumonia 


Died 
Admitted Number Per Cent 


1929 2,489 1,006 40.4 
1915 2,102 679 32.3 
1910 166 64 38.5 
1905 589 255 43.3 
1890 36 14 38.8 
Bronchopneumonia 
1929 1,401 671 47.8 
1915 723 323 44.6 
1910 57 30 52.6 
1905 286 97 33.9 


1890 1 4 36.3 
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“As far as these data may serve as a guide, it would 
seem that the close of 1929 found the medical pro- 
fession without the evidences of any material progress 
in the treatment of these diseases. 


“In the influenza epidemic of 1918, I was confronted 
with the necessity of treating a large group of cases 
of pneumonia of a variety to which I was unaccus- 
tomed and, for want of any better therapy, I adopted 
a plan of general care without any effort at specific 
treatment. . . . I have since applied the same routine 
in a general way to almost all of my cases of pneu- 
monia and feel that the results have justified the 
procedure. 

“Up to January I, I had treated by this plan in 
the preceding three years the patients enumerated 
in table 2. This does not include those patients in my 
services who were given serums. . . . 

“It is not intended to recommend the arbitrary 
holding to a definite routine for all cases but rather 
to suggest a general scheme of management to be 
deviated from as individualization requires. . . . 


Ward Suggestions For Attention To 
Pneumonia Patients 


Absolute mental and physical rest. 


Much fresh air, without direct exposure to cold 
drafts. 


An ice bag to the head if the temperature is over 
102° F. 

A daily sponge bath. 

Careful attention to oral hygiene. 

From 14 to | fluidounce of liquid petrolatum each 
night. Enemas, if necessary for distention. 

Castor oil any morning when needed. 

Forty grains of sodium citrate every two hours when 
awake. Discontinue on evidence of pulmonary edema. 

One fluidrachm of aromatic spirit of ammonia every 
three or four hours if stimulation is indicated. 

Digitalis in full doses if auricular fibrillation or 
auricular flutter develops; otherwise no digitalis un- 
less ordered by the visiting staff. 

Codeine in small doses if necessary to relieve pain, 
violent cough or restlessness of such a degree as to 
interfere with the patient’s well being. 

No morphine, atropine, strychnine, sparteine, acetyl- 
salicylic acid or oxygen. 

Diet: Water, strained soups and broths (made with 
rice or barley and one-half milk or one-fourth cream 
added), malted milk, or similar preparations (made 


TABLE 2 
RESULTS OF TREATMENT BY AUTHOR'S METHOD 


Number Died 
At the Baptist Hospital: 


Primary lobar pneumonia 12 1 

Primary bronchopneumonia 8 
At the Charity Hospital in 1928 and 1929: 

Primary lobar pneumonia 18 2 

Primary bronchopneumonia 12 2 
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with water), fruit juices (with milk sugar), coffee or 
tea (with cream and milk sugar). Give the coffee or 
tea to which the patient is accustomed. 

After crisis, or after the temperature has sufficiently 
reduced by lysis, the patient may be put on a low 
protein diet, with small and frequent feedings. 

After-Care: Keep patient in bed for at least two 
weeks after temperature reaches a permanent normal. 
Avoid violent physical strain for several months. 


Supplementary Ward Suggestions 
(Pneumonia) 


As in typhoid and tuberculosis, the patient is treated 
and not the disease. This is not a plan of neglect but 
one of intensive attention to all the details of general 
care. The medical staff should see the patient at least 
three times each twenty-four hours. 

Particular attention must be given to conserving the 
circulatory apparatus. The patient must be kept free 
from noise, confusion, excitement and domestic or 
business cares. 


Particular attention is given to maintaining the 
function of the diaphragm. Small frequent feedings 
are to be employed, sufficient elimination secured 
without violent purgation, and abdominal distention 
prevented or actively combated should it develop. 

No oil or gas heaters must be allowed in the treat- 
ment quarters. 

In cool weather, the patient must wear garments that 
protect from chilling. 

Mustard poultices may be tried should there be a 
sense of oppression or constriction in the chest; do 
not repeat unless they give relief. No constriction 
must be put around the chest. 

Should strapping be used for pleuritic pain, it must 
be removed as early as possible. 


Have the patient lie on the back or on the affected 
side. 


Comment 


“One of the main features of this plan is the avoid- 
ance of unnecessary medication and interference. How 
often do we see in consultation the results of the 
anxious gropings for therapeutic relief? One patient 
recently seen by me on the third day of treatment 
had received twenty-one different drugs, including 
digitalis, strychnine, sparteine, morphine, codeine, 
atropine, barbital, phenobarbital, bromides and acety- 
salicylic acid... . 

“I have not the time nor space here to discuss in 
detail the various reasons back of the suggestions in 
this plan of treatment. . . . by correspondence with 
the chiefs of medicine in thirty of our leading hos- 
pitals . . . I did gather the impression that whatever 
the literature, in actual practice the general tendency 
in the best institutions is away from active medication 
and toward expending infinite effort in promoting the 
comfort and well being of the patient by the measures 
of general care.” 


*Bethea, Oscar W.: The Treatment of Pneumonia. J.A.M.A. 
95:925, 1930 


| 


ited 
but 
eral 
east 


the 
free 
or 


the 
ings 
ired 
tion 
eat- 


hat 


ea 
do 
tion 


nae 


anne 


Skyline of Houston (top, center), with Texas Medical Center below, surrounded by some of Houston's leading hotels. 


SOUTHERN MEDICAL ASSOCIATION 


Forty-Ninth Annual Meeting 
HOUSTON, TEXAS 
November 14, 15, 16 and 17, 1955 


See other side for hotel accommodation form and other information 
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APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Houston, November 14, 15, 16 and 17, 1955 


A Housing Bureau has been established for your convenience in making hotel reservations in Houston for 
the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations should 
give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and (3) names and 
addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD BE CLEARED 
THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in chronological order, 
you should mail your application as early as possible. All reservations will be confirmed. 


Hotel Single Double Bed Twin Beds Suite 
AUDITORIUM HOTEL . .$3.00-4.00 $4.50— 5.00 $6.00— 7.00 .. 
BEN MILAM . 5.00 6.50 8.00 20.00 
LAMAR .. 4.50& Up 7.00 & Up 8.50 & Up 16.00-35.00 
McKINNEY . 4.00 & Up 6.50 & Up 7.50 & Up 14.00 
MONTAGU ... 4.50+-6.00 7.00- 8.50 7.50— 9.50 12.00—16.00 
PLAZA ... 5.00& Up 7.00 & Up 
RICE .... 4.50-9.50 6.50-11.50 8.50-12.00 18.00-50.00 
Sam Houston .... 3.75-4.50 5.00— 6.00 6.50-— 8.50 6.00—12.00 
SHAMROCK 8.00 9.00-16.00 12.00-55.00 


4.00 4.50 7.00 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1267 

Houston, Texas 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept your 
reservation, the Housing Bureau will make as good a 
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Our Southern Medical Association is in its 
forty-ninth year, and soon we shall be ap- 
proaching the half century mark. These 
years have been remarkably smooth and fruit- 
ful ones for all phases of the Association. 
Each year appears to have been better than 
the preceding, and the current one bids fair 
to be the best of all. 

Several major changes have transpired in 
the organization during the past twelve 
months. The progress in the ongoing of the 
Southern Medical has kept pace with advance- 
ments in other lines of endeavor, such as trans- 
portation, chemistry, and the discovery of 
miracle drugs. Our new Executive Secretary 
has mastered the wide field of service, and is 
keeping everyone busy in the home office, 
as well as us in the convention territory. 

A new By-law provides for the appointment 
by the President of a five-member Promotion 
Committee in each state in the Southern’s ter- 
ritory. 

These committees have been appointed; 
they have accepted the positions, and are at 
work in the interests of Southern Medical, 
and particularly for the meeting in Houston, 
November 14-17. Thus, our field workers have 
been increased fivefold over those of the past. 
The effect of these committees is being felt, 
as evidenced by the increase in membership 
and the new interest among our regular mem- 
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bers. This is very encouraging to the Presi- 
dent and to all officers of the Association. 

Our new Editor and his Editorial Board 
have had a very wholesome effect on the 
Journal and the reading membership at large. 

The Group Disability Insurance Program 
which has been in effect for some time is now 
being revamped and will offer the physicians 
a wide choice, not only on the basis of time 
coverage, but also on the basis of cost. The 
Group Disability Program of the Southern 
Medical Association is the most flexible spon- 
sored by any medical group. 

Our Texas friends are hard at work with 
final preparations for the greatest meeting the 
Southern Medical has ever had. They join 
the officers of the Association in urging all 
who expect to attend to write immediately 
for reservations. 

Each doctor and his wife should plan to at- 
tend the opening meeting November I4th, 
10:30 A.M., in the Emerald Room of the 
Shamrock Hotel. The chief address will be 
by Dr. Francis Pendleton Gaines, President 
of Washington and Lee University, Lexing- 
ton, Virginia. Dr. Gaines is one of the most 
eloquent speakers in America, and he will 
bring an inspiring message, pleasing to all 
who are so fortunate as to hear him. 


R. L. SANpERs, M.D. 
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TEXAS MEDICAL CENTER— 


A Feature Houston Attraction 


The fabulous Texas Medical Center should 
rank high on most physicians’ list of “things 
to see” during the annual meeting in Hous- 
ton, November 14-17. The Center, close by 
the Shamrock, extends a cordial welcome to 
those attending the meeting. 


For the past several weeks, under the di- 
rection of Dr. Frederick C. Elliott, Executive 
Director, members of the Auxiliaries of the 
Harris County Medical and Houston District 
Dental Societies have been receiving instruc- 
tion and training as Medical Center Hostesses. 
These gracious Houston ladies will escort 
groups of physicians and their wives on guided 
tours of the various facilities of the Center. 


The Center will also maintain and staff an 
information booth at the Shamrock, which 
will pictorially describe the various facilities 
at the Center and will give information on 
the schedule of the planned tours. 

The major institutions comprising the Cen- 
ter are: 

ARABIA TEMPLE CRIPPLED CHILDREN’S CLINIC —Sponsor- 
ed and supported by the Arabia Temple, this ex- 
clusively charitable program has grown from a group 
project, without a medical staff, into a $1,400,000, 
specially equipped, 50-bed Shrine charity facility for 
crippled children. There are 10 orthopedic surgeons 
on its staff. 

BAYLOR UNIVERSITY COLLEGE OF MEDICINE —Founded as 
a proprietary school in Dallas in 1900, it was moved 
to Houston in 1943 to become part of the Texas 
Medical Center, and its new building was formally 
dedicated in 1948. Present enrollment: 360, with a 
paid faculty of 90 and a volunteer faculty of 800. It 
staffs Jeff Davis Hospital. 

BLUE BIRD CIRCLE CHILDREN’S CLINIC —Fstablished 
in 1949 by the Blue Bird Circle, this clinic for con- 
vulsive disorders in children has since been expanded 
to include other neurological disorders. In 1951, the 
Circle, a volunteer group of some 350 women of var- 
ious denominations, provided a $450,000 floor in the 
new Methodist Hospital for this work. Operated in 
conjunction with the hospital, this clinic is staffed by 
Baylor’s faculty. 

CITY-COUNTY HOSPITAL—Jefferson Davis Hospital, the 
present 450-bed City-County charity facility was opened 
in 1936, and since 1949, this hospital has been staffed 
by the Baylor medical faculty. Then, in 1950, plans 
were announced for the construction of a new 720-bed 
City-County Hospital in the Texas Medical Center, 
where it will be more efficiently and economically 
operated. Bonds have been voted and plans approved 


for this $16,000,000 facility, scheduled to be completed 
in 1957. 

HERMANN HOSPITAL —Founded by the George Her- 
mann estate in 1925, this 300-bed hospital has since 
developed into a 625-bed general hospital, handling 
more than 50,000 outpatient visits, and treating ap- 
proximately 33,000 private and indigent patients an- 
nually. The hospital’s nurses residence was built in 
1940, and the interns and residents quarters in 1942. 
The new Hermann Hospital and Hermann Profes- 
sional Building opened in 1949. 

HOUSTON SPEECH AND HEARING CENTER—Operating 
since November, 1951, in the basement of The Meth- 
odist Hospital, this independent testing and rehabili- 
tative center now has one of the most scientifically 
designed and equipped laboratories for testing speech 
and hearing in the nation. Courses range from lip- 
reading to esophageal speech, and a research program 
in auditory training is being carried on. 

THE INSTITUTE OF RELIGION—Fstablished in 1954 
to conduct a clinical training program in pastoral care 
of the sick and afflicted for ministerial, medical, and 
nursing students and for ministers, doctors, and nurses. 
The Institute is affiliated with five theological semi- 
naries of Texas and with Baylor University College of 
Medicine. Offices are located in the Jesse H. Jones 
Library Building. 

JUNIOR LEAGUE CHILDREN’S CLINIC —This charity pro- 
gram since 1944 has been operating in the outpatient 
department of Hermann Hospital, where it now helps 
to maintain a well-baby clinic, with emphasis on pre- 
vention. In 1954, it opened a diagnostic clinic in the 
outpatient department of Texas Children’s Hospital. 
The clinic is a teaching facility of Baylor’s pediatric 
department. 

SAINT LUKE’S EPISCOPAL HOSPITAL —Chartered in 1945 
as an institution of the Episcopal Diocese of Texas, 
this $5,000,000 general hospital opened in 1954, with 
340 beds. It is connected with Texas Children’s Hos- 
pital by a wing containing joint administration of- 
fices, surgical facilities, central food services, an x-ray 
department and clinical laboratory. 

TEXAS CHILDREN’S HOSPITAL—Opened early in 1954, 
this $2,900,000 private-charity institution, with 115 
beds and a large outpatient department, has special 
pediatric teaching and research facilities. The 180- 
seat, amphitheatre-type auditorium in this hospital 
has provisions for color telecasts from joint surgical 
suites in the connecting wing. 

TEXAS MEDICAL CENTER LIBRARY —Founded in 1915 as 
the Houston Academy of Medicine Library, its name 
has been changed because it is now located in the 
Center. It has 42,000 volumes at present, including 
those of the Academy, Baylor University College of 
Medicine and the Houston Academy of Dentistry. The 
new $1,100,000 Jesse H. Jones Library Building, open- 
ing in the summer of 1954, has a bookstack capacity 
of 140,000 volumes. 
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THE METHODIST HOSPITAL —Established in 1924 as a 75- 
bed general hospital, this is the only hospital owned 
and operated by the Texas Methodist Conference. 
Until 1951, it was located on Rosalie. That year, its 
new building was opened, with 315 beds. It has a 
cafeteria with private dining rooms, a snack bar, bar- 
ber shop, beauty parlor, gift shop, pharmacy, flower 
shop and the Wiess Memorial Chapel. 

THE UNIVERSITY OF HOUSTON CENTRAL COLLEGE OF 
NURSING —Fstablished in 1949, this school temporarily 
has its headquarters in Hermann’s Nurses Residence. 
It is affiliated with both Hermann and Methodist hos- 
pitals in its teaching program, and it offers a one-, a 
three-, and a four-year course. It had its first grad- 
uating class of four-year students in 1953, and its total 
enrollment is more than 450. 

THE UNIVERSITY OF TEXAS M. D. ANDERSON HOSPITAL 
AND TUMOR INSTITUTE—Fstablished by the Texas State 
Legislature as a branch of The University of Texas in 
1941, the Anderson Hospital began operation in tem- 
porary quarters in Houston in 1944. The new 310-bed 
hospital was opened early in 1954, and up to that time 
it had had more than 11,000 patients from nearly every 
county in Texas, referred by more than 2,500 physi- 
cians. An extensive program in cancer research, under- 
way since the activation of the hospital, is rapidly ex- 
panding in the new quarters of the Tumor Institute. 

THE UNIVERSITY OF TEXAS DENTAL BRANCH —Fstablished 
in '905 as the Texas Dental College, a private school, 
it was made the dental branch of The University of 
Texas in 1943. This four-story building has provi- 


1. Hermann Hospital 2. Jesse Jones Library Bldg. 


5. M. D. Anderson Hospital 6. St. Luke’s Episcopal Hos- 
and Tumor Institute pital 
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sions for educational color television, linking 50 four- 
man laboratories and a 400-seat auditorium with clin- 
ical teaching areas. Present enrollment: 240. 

THE UNIVERSITY OF TEXAS POSTGRADUATE SCHOOL OF 
MEDICINE —Established by the State Legislature to help 
keep practicing physicians abreast of medical advance- 
ments, to provide facilities for resident training and 
to provide research opportunities, this school was ac- 
tivated in 1948. It now has divisions in San Antonio, 
San Angelo, Temple, Tyler, Corpus Christi, Lubbock 
and El Paso, with a total of 18 affiliated hospitals. 


The Center, a corporation, was chartered 
“exclusively for benevolent, charitable and 
educational purposes.” It is governed by the 
Council of Administrators representing all of 
the diverse, autonomous and cooperating in- 
stitutions. The primary objective of the Cen- 
ter is the training of physicians, dentists, 
nurses, public health workers, technicians and 
others in the related arts and sciences, into a 
full and integrated health team. The Center 
encourages and conducts research and medical 
investigation concerning the causes, treatment 
and prevention of illness. 


It is believed that every member in attend- 
ance at the meeting will want to visit this 160- 
acre medical workshop. 


3. Baylor College of Medicine 4. Dental Branch 
7. Texas Children’s Hospital 8. The Methodist Hospital 
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THE POST-CONVENTION TOUR 


It’s only a hop, skip and a jump from Hous- 
ton to Mexico City. Well aware of this fact, 
and in response to requests from numerous 
members of the Southern Medical Association, 
the Executive Committee has authorized an 
official post-convention tour to our neighbor 
nation “south of the border.” 

Leaving Houston on the afternoon of No- 
vember 17, immediately following adjourn- 
ment of the 1955 Annual Meeting, the tour 
group will be whisked non-stop to Mexico's 
cosmopolitan metropolis in time for gala din- 
ner parties in world famous restaurants. 

After three days in Mexico City and its at- 
tractive environs, the party will be driven in 
private cars to Taxco and then to Acapulco 
for a restful visit to the “Riviera of North 
America.” 

The main party will spend ten days in 
Mexico, returning in sufficient time for busy 
physicians to resume their practice on Mon- 
day, November 28. For those with more avail- 
able time for travel, a week-long extension 
has been arranged which will feature the more 
rural and “off the beaten path” points of in- 
terest. 


Adjourned Medical Meeting 


Through the personal efforts of Mr. C. P. 
Loranz, and with the cooperation of Mexican 
government health officials and the local 
medical profession, an adjourned medical 
meeting will be held in Mexico City on Sat- 
urday, November 19. Members of the South- 
ern Medical Association attending the ad- 
journed session will be issued certificates of 
attendance. 


Special social functions are being arranged, 
including an appropriate observance of 
Thanksgiving Day in Acapulco with all the 
traditional trimmings. 


Travel arrangements have been made, by 
official appointment of the Executive Com- 
mittee, through INTERNATIONAL TRAV- 
EL SERVICE, INC., Chicago. The tours 
will be managed personally by Frank E. 
Smith, well known to many physicians as the 
former Director of the national association 
of BLUE SHIELD PLANS. 


Anyone desiring a copy of the official tour 
folder may secure one by writing to the head- 
quarters office in Birmingham, or writing 
directly to INTERNATIONAL TRAVEL 
SERVICE, INC., Palmer House, Chicago 3, 
Illinois. 


10 Day Tour 
NOVEMBER 


17 Thursday Leave Houston in the after- 
noon via Pan American Airways for 
MEXICO CITY .. . arrival in time for 
late dinner at your favorite restaurant 

. with Hotel Reforma as your home. 


18 Friday Morning sightseeing in MEXICO 
CITY ... with an afternoon visit to the 
SHRINE of the VIRGIN OF GUADA- 
LUPE and the PYRAMIDS of Teoti- 
huacan. 


19 Saturday Morning at leisure . . . with 
luncheon and an afternoon set aside for 
a medical meeting with the doctors of 
Mexico City. 


20 Sunday A morning visit to the PALACE 
OF FINE ARTS and the famous Float- 
ing Gardens of XOCHIMILCO .. . after 
luncheon the Parade of the Matadors 
and reserved seats at the BULL FIGHTS. 


21 Monday Drive through the new Univer- 
sity City to CUERNAVACA .. . then 


via the HACIENDA VISTA HERMOSA 
to TAXCO, the “City of Silver” with an 


overnight stay at the Hotel De La 
Borda. 
22 Tuesday After breakfast we travel the 


new super-highway through the 
Sierra Madre mountains to ACAPULCO 

. checking in at the Hotel Palacio 
Tropical. 


23 Wednesday At leisure in ACAPULCO 
. the world’s finest fishing, tempting 
miles of sundrenched beaches . . . or just 

plain loafing. 


24 Thursday At leisure in ACAPULCO... 
with a traditional observance of Thanks- 
giving Day, even though hundreds of 
miles from home. 


25 Friday Return by air to MEXICO CITY 
. .. last minute shopping, and overnight 
at the Hotel Reforma. 


26 Saturday Transfer to the airport for 
homeward flight .. . 
“Hasta Luego.” 


Mexico bids you 


’ 


lets Goto 


Atter the 
1955 ANNUAL 
| MEETING 

of the 
SOUTHERN MEDICAL ASSOCIATION 


November 14-17 Houston 


@ 10 Day Tour November 17-26 
Cost per person $155 


@ 7 Day Extension November 26 to December 3 
Cost per person $96.50 


e@ Adjourned Medical Meeting in Mexico City 


(Certificates of attendance to be issued) 


Write now for the 


OFFICIAL TOUR FOLDER 
INTERNATIONAL TRAVEL SERVICE, INC. 


Palmer House 119 South State St. Chicago 3 


(Official Tour Representative for the Southern Medical Association) 
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ALABAMA 


Dr. Thomas O. Paul, Birmingham, has been recently 
promoted to professor of ophthalmology and chairman 
of the Department at the Alabama Medical Center, 
University of Alabama, Birmingham. 

Dr. Elmer L. Caveny, who retired after 25 years 
service in the Naval Medical Corps, has been appointed 
professor and chairman of the Department of Psy- 
chiatry at the Alabama Medical Center, Birmingham. 

Dr. Thomas Fite Paine, Jr., formerly associate pro- 
fessor of bacteriology and internal medicine at the 
University of Michigan Medical School, Ann Arbor, 
has been appointed professor of microbiology and 
chairman of the Department at the Alabama Medical 
Center. 


Dr. Howard L. Holley, associate professor of medi- 
cine, Alabama Medical Center, received a five year 
grant of $97,000 from the National Institutes of Arth- 
ritis and Metabolic Diseases for a study of joint fluid 
changes in rheumatic diseases. Dr. Holley is the di- 
rector of the program. 


ARKANSAS 


Dr. Warren Murry, who will be discharged from the 
Air Force in August, has received his certificate of ini- 
tiation into the American Board of Surgery. He is 
expected to open offices in Texarkana. 

Dr. W. K. Bell, Benton, left recently to begin a 
year’s residency in pathology at Gorgas Hospital in 
the Canal Zone. 

Dr. Stewart M. Wilson, Rogers, was recently elected 
a Fellow in the American College of Physicians. 

Dr. James S. Dinning, Department of Biochemistry, 
University of Arkansas, is one of nineteen outstanding 
medical school teachers and researchers who have been 
named recipients of the 1955 Lederle Medical Faculty 
Awards. 


DISTRICT OF COLUMBIA 


Dr. Francis M. Forster, dean of the Georgetown Uni- 
versity School of Medicine, and Dr. Leo H. Bartemeier, 
Baltimore, clinical professor of psychiatry at George- 
town, participated in the recent Pan American Con- 
gress on Psychiatry and Neurology in Havana, Cuba. 

Dr. Harold Stevens has been appointed associate pro- 
fessor of neurology, George Washington University 
School of Medicine. Dr. Stevens is to replace Dr. 
Walter Freeman, who recently resigned to move to 
the West Coast. 

Dr. Francis M. Forster, dean of Georgetown Uni- 
versity School of Medicine, received an honorary de- 
gree of Doctor of Laws at the commencement exercises 
of Xavier University, Cincinnati, June 8. 

Dr. Murray M. Copeland, professor and director of 
the Department of Oncology at Georgetown, was 
awarded an honorary Doctor’s degree in Science from 
Oglethorpe Universtiy in Atlanta, Georgia, at its com- 
mencement exercises, June 5. Dr. Copeland, who re- 


ceived his A.B. degree from Oglethorpe in 1923, is the 
first alumnus in the University’s history to be so hon- 
ored. 

Dr. William W. Chase received an honorary Doctor 
of Science degree, May 30, from his alma mater, West- 
ern Maryland College, Westminister, Maryland. He 
has been on the Board of Trustees of the College for 
the past 18 years and Vice Chairman of the Board for 
3 years. 

Dr. Addison M. Duval, assistant superintendent of 
St. Elizabeths Hospital, took office, May 13, as Speaker 
of the Assembly of District Branches of the American 
Psychiatric Association, The Assembly is composed of 
delegates from the various District branches of the 
American Psychiatric Association located in the United 
States and Canada. 

Dr. Charles S$. Coakley served as examiner for the 
American Board of Anesthesiology in Colorado Springs, 
Colorado, March 27-31; he also served in the same 
capacity with the American College of Anesthesiologists 
at its meeting in Philadelphia, June 10. 

Dr. Paul R. Wilner has been appointed a member 
of the National Oral Prescription Advisory Committee. 
This committee met in June to consider a revision of 
the present standards for oral prescriptions. 

Dr. Lawrence E. Putnam, formerly associate in med- 
icine, George Washington University School of Medi- 
cine, has been appointed assistant clinical professor of 
medicine. 

Dr. Waldo B. Moyers, an associate member of the 
D. C. Medical Society, has been elected president of 
the new Prince Georges County Heart Association. 
Among those elected to the Board of Directors of the 
Association were Drs. Aaron Deitz, Thomas A. Chris- 
tensen, Robert McCeney, Beryl Miller, and James Sas- 
scer. Drs. Deitz and Christensen are also associate 
members of the Medical Society. 

Dr. Leo B. Gaffney has been elected president of 
the Catholic Youth Organization of Washington. 

Dr. William F. Colliton began a 3-year residency 
in obstetrics and gynecology at Columbia Hospital for 
Women, July 1, 1955. Dr. Colliton has been in active 
practice since 1949. 


Dr. J. Wayne McFarland has gone to the West 
Coast to develop a program of health education and 
medical evangelism at the College of Medical Evange- 
lists in Loma Linda, California. Dr. McFarland, who 
has served on the staff of the Washington Sanitarium 
as physical therapist, plans to resume practice in 
Washington after a few years. 


FLORIDA 


Dr. Frank W. Putnam has been named to head the 
Department of Physiological Chemistry of the Univer- 
sity of Florida’s College of Medicine, Gainesville. Dr. 
Putnam will assume his new position on September 1. 

Dr. Peter B. Wright, formerly of Augusta, Georgia, 
has moved to Winter Park, Florida, and is now asso- 
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ciated with the Jewett-Wright Orthopedic Clinic in 
Orlando. Dr. Wright is a past president of the Medical 
Association of Georgia and was affiliated with the 
Medical College of Georgia. 

The Florida Trudeau Society has elected Dr. Harold 
W. Johnston, Orlando, president. Other new officers 
are Dr. Simon D. Doff, Jacksonville, vice-president, and 
Dr. Howard M. DuBose, Lakeland, secretary. 

The University of Miami School of Medicine has ap- 
pointed Dr. James H. Ferguson, New Orleans, and 
Dr. M. Michael Sigel, Montgomery, Alabama, to the 
staff. Dr. Ferguson was formerly assistant professor 
of obstetrics and gynecology at Tulane University 
School of Medicine. He becomes chairman of the De- 
partment of Obstetrics and Gynecology. Dr. Sigel was 
head of the diagnostic unit, Virus and Richettsia Sec- 
tion, Communicable Disease Center, United States 
Public Health Service, Montgomery. He has been 
appointed associate professor of bacteriology. 

Dr. John M. Gayden, Melbourne, has resumed his 
practice following a year spent at the National Polio 
Foundation in Warm Springs. 


GEORGIA 


Dr. R. Hugh Wood was recently the recipient of an 
honorary Doctor of Science degree from Hampden- 
Sydney College, Virginia. Dr. Wood is a graduate of 
this college. 

Dr. Donald S. Bickers has been certified by the 
Neurological Board. 


The American College of Physicians has recently 
named the following as Fellows: Dr. Milton H. Freed- 
man, Dr. Gordon Barrow, and Dr. Willis Hurst all of 
Atlanta. 

Dr. James A. Hagans has been certified by the 
American Board of Internal Medicine. He has been 
appointed assistant professor of medicine at the Uni- 
versity of Oklahoma School of Medicine and assumed 
his duties there the first of July. 

Dr. David Robinson, Savannah, has been elected 
president of the Armstrong College Alumni Associa- 
tion. He is a graduate of Armstrong in the class of 
1937. 

Dr. Irving Victor, Savannah, has been elected to the 
Board of Trustees of Armstrong College. 

Dr. Dan H. Willoughby, Savannah, has been ap- 
pointed director of the Tuberculosis Hospital in Sa- 
vannah. Dr. Willoughby will continue his private 
practice also. 

Dr. M. B. Bowman, Albany, has been named a quali- 
fied Fellow in the International College of Surgeons. 

Dr. Bon Durham, Americus, was recently re-elected 
surgeon at a district meeting of the Veterans of For- 
eign Wars in Dawson. 

Dr. Carl C. Aven, Atlanta, was elected Historian of 
the American College of Chest Physicians for 1955-56. 
The annual meeting of the college was held in At- 
lantic City, June 1-5, 1955. 

Dr. Stuart G. Blackshear, Atlanta, has received a 


- fellowship appointment in surgery at the Lahey Clinic 


in Boston. Dr. Blackshear has been serving his resi- 
dency in surgery at Grady Memorial Hospital, At 
lanta, since his return from Korea in 1952. 
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Dr. Edgar Boling, Atlanta, has been notified of his 
election as a Fellow of the American Proctologic So- 
ciety. 

Dr. Bruce Bogue, Atlanta, recently served for one 
week as visiting Chief of Medicine at the Atlantic City 
Hospital. 

Dr. Jack C. Norris, Atlanta, was elected a member 
of the International Academy of Pathology at Wash- 
ington, D. C., May 31, 1955. 

Dr. Virginia Tuggle, Decatur, has been appointed 
college physician for Agnes Scott College. A graduate 
of Agnes Scott, Dr. Tuggle received her M.D. degree 
from the Women’s Medical College of Pennsylvania. 
She has practiced in Decatur for several years and will 
continue her practice. 

Dr. Marion W. Hurt, Sandersville, has been elected 
president of the Sandersville Rotary Club for 1955- 
1956. 

Dr. Vilda Shumam, Waycross, has been elected a 
Fellow in the American Academy of Pediatrics. 


Dr. Ben K. Looper, Canton, has recently been elected 
to the Canton School Board. 

Dr. Elberton J. Tiffany, Atlanta, has been named 
president of the Communicable Disease Center chap- 
ter of the Scientific Research Society of America, 
which was organized to encourage original research 
in science. 

Dr. William H. Moretz has been appointed profes- 
sor of surgery and chairman of the Department of 
Surgery at the Medical College of Georgia. 

Dr. Walter Gowans Rice has been appointed asso- 
ciate professor of pathology at the Medical College of 
Georgia. 


KENTUCKY 


Dr. Edwin Cameron, Louisville, was recently ap- 
pointed to the position of director of the Division of 
Preventive Medicine of the State Department of 
Health. Dr. Cameron began his duties on May II, 
1955. 

Dr. M. M. Phillips, Crab Orchard, was honored on 
July 2 at a ceremony arranged by the American Le- 
gion Post, for fifty years of service in the community 
as a family physician. 

The following two physicians were recently elected 
to membership in the American Academy of Pedi- 
atrics: Dr. Charles Miles McKinley, Lexington, and 
Dr. Winfield Stryker, Paducah. 

Dr. Fred J. Cecil, formerly of Bardstown, located in 
Symsonia during the first week in July, after finishing 
his internship at the Kentucky Baptist Hospital in 
Louisville. 
is entering the industrial practice of medicine with 
the Carbide and Carbon Chemical Company of Pa- 
ducah. 

Dr. Richard M. Brandon completed a year of gen- 
eral rotating internship at St. Elizabeth Hospital in 
Covington, and located in Maysville in July. 


LOUISIANA 


During the Ivy Day exercises at Tulane University 
School of Medicine, 15 Tulane medical students re- 
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ceived prizes and awards for outstanding scholarship 
and research. Among the awards and award winners 
were: the Isadore Dyer memorial prize for medical 
scholarship, Dr. John H. Phillips, Houston, Texas; 
the Jacob C. Geiger medal for the best thesis on a 
public health problem, Joseph D. Orgeron, Larose, 
Louisiana; the John Herr Musser Memorial prize for 
the best thesis on internal medicine, Dr. James L. 
Tucker, Birminham, Alabama, honorable mention; 
medical book awards for scholarship, Dr. Richard J. 
Fleck, St. Cloud, Florida, Dr. W. John O’Shaughnessey, 
Macon, Georgia, and Dr. Lowry L. Sheely, Forest, 
Mississippi; American Academy of Dental Medicine 
certificate, Dr. Ben J. Kitchings, Clinton, Mississippi; 
The Walter Reed Memorial medal for the best thesis 
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on tropical or preventive medicine, Dr. Marion M. 
Winkler, Tupelo, Mississippi, honorable mention. 
Awards were presented by Dr. Maxwell E. Lapham, 
dean of the School of Medicine, and Dr. Max M. 
Green president of the Louisiana State Medical So- 
viety. 

Dr. Donovan C. Browne, associate professor of clin- 
ical medicine in the Tulane University School of Medi- 
cine, has been elected president of the American 
Fastroscopic Society for 1955-56. 

Dr. Conrad G. Collins, professor and chairman of 
the Department of Obstetrics and Gynecology in the 
lulane University School of Medicine, has been elected 


Continued on page 50 


Man’s Ancestry. A Primer of Human Phylogeny 


By W. C. Osman Hill, M.D., F.R.S.E. Prosector, 
Zoological Society of London. 188 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1955. 
Price $4.25. 

Often the amateur who has not enough informa- 
tion in his field of interest wishes for an authoritative 
survey with technical data interpreted and condensed 
so that it is understandable and readable. Such a 
book is Man’s Ancestry by Hill. But even the technical 
biologist would enjoy and appreciate this account for 
it contains enough data in several fields to intrigue 
him. 


Dr. Hii has gathered together many interesting 
items of comparative anatomy, embryology, anatomy, 
archeology and anthropology with which to clarify 
this study based on a set of lectures to students of 
different backgrounds. No doubt the book is best 
read by those who already have a background in the 
several fields mentioned but it seems probable that 
anyone with an interest in evolution or general human 
cultural problems would find the book interesting 
and readable. Even the glossary is worth the reading 
and the bibliography is valuable for key references. 

Dr. Hill's description of the various fossil men is 
complete enough to show how such material is used. 
It was interesting to see how he treated Piltdown man 
who has so recently “lost face!” 

While Dr. Hill was dealing largely with morphology 
he allows himself some enthusiasm over the cultural 
developments of certain early groups, even up through 
the Iron Age. It is mildly surprising that though 
there is considerable treatment of the development of 
brain in man’s ancestors and discussion of brain casts 
in fossil men, the author discusses that faculty which 
has allowed him to lecture and write this book, and 
which in its stored form in libraries has made pos- 
sible the construction of all the artifacts of civilization, 
the development of all sciences and philosophies— 
that is, speech—with: “a further outcome of the 
origin of civilization was the discovery of the possi- 


bility of transmitting messages by means of scratches 
or pictographs on stones, whence the art of writing 
took its origin.” 

Medical students would benefit by this book as 
would the biology major, the graduate M.D. and the 
general citizen who wants to know more of his 
ancestry. 


Primary Anatomy 


By H. A. Cates, M.B., Late Professor of Anatomy 

and Director of the School of Physical and Health 

Education, University of Toronto, and J. V. Basma- 

jian, M.D., Associate Professor of Anatomy, Univer- 

isty of Toronto. Third Edition. 339 pages. Balti- 

more: The Williams and Wilkins Company, 1955. 

Price $5.75. 

This third edition of Primary Anatomy has been 
revised by a new author (J. V. B.) who has main- 
tained the standards of the earlier editions and 
brought in certain improvement, particularly in the 
illustrations. Notable among these are the _ photo- 
graphs of the surface anatomy in a muscular subject. 

There is much detailed anatomy in this small 
volume which should allow students in nursing 
courses, physiotherapy and other fields ancillary to 
medicine to become acquainted with the necessary 
parts applicable to their fields. To study anatomy 
without specimens is a difficult if not impossible 
task, but this book with a moderate amount of labo- 
ratory material plus the living body which is always 
with the student should supply adequate material 
for the new student who is willing to study principles 
and apply them. 


There is more to be gained from this text by the 
student who has had a good biological course in 
advance, but even those with no previous biology 
can follow it with interest. Function is stressed to 
some extent in connection with the morphological 
details. The illustrations are clearly done, with a 
tendency to emphasize one or two items rather than 
show a crowded drawing with many labels. The book 
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deserves attention of those whose courses require a 
limited amount of human anatomy in a short period, 
and offers good background material for lectures. 


Shearer's Manual of Human Dissection 


Edited by Charles E. Tobin, Ph.D., Associate Pro- 

fessor of Anatomy, The University of Rochester 

School of Medicine and Dentistry. Third Edition. 

287 pages, illustrated. New York: McGraw-Hill Book 

Company, Inc., The Blakiston Division, 1955. Price 

$6.00. 

Dissection of the human body the ancient initiation 
of every medical student has its ritual. Though varied 
the pattern is in general the same in different schools 
with the common aim of proceeding so that at each 
point new structures are disclosed without disturbing 
those yet to be studied. Tobin’s third edition of 
Shearer’s manual does this well with a minimum of 
words and illustrations. The general principles of 
dissection are set forth and the student urged to 
engage in the commendable practice of consulting 
standard texts and dictionaries for details. Thus the 
student has a true guide to dissection but must rely 
on himself to fill in the details as he demonstrates 
them. 

The book is attractively bound, will lie flat and 
open at any page, has large headings and visible 
black type for structure names that may be taken 
in at a glance from a distance,—good qualities for 
a book which must lie at arm’s length through labo- 
ratory periods. 


Bone and Joint X-ray Diagnosis 


By Max Ritvo, M.D. Assistant Clinical Professor of 
Radiology, Harvard Medical School; Instructor in 
Radiology, Tufts College Medical School; Lecturer 
on Radiology, Boston University School of Medicine; 
Director, Department of Radiology and _ Roent- 
genologist-in-Chief, Boston City Hospital; Associate 
Radiologist, Beth Israel Hospital. A volume of 752 
pages with 568 illustrations on 398 engravings. 
Published by Lea & Febiger, Philadelphia, Pennsyl- 
vania, 1955. Price $20.00. 


Another text has been added to an already crowded 


- literature on this subject. The author divides his book 


into the following chapters: 1. General Considerations; 
2. Hereditary, Congenital and Developmental Disturb- 
ances of the Skeleton; 3. Traumatic Lesions; 4. In- 
fections; 5. Glandular, Nutritional and Metabolic Dis- 
turbances; 6. Bone Changes Due to Chemical Sub- 
stances and Physical Agents; 7. Diseases of the Joints 
and the Periarticular Tissues; 8. Bone Tumors; 9. 
Diseases of the Spinal Canal; 10. Soft Tissue Roent- 
genography. The organization generally is orderly 
and, where necessary, an adequate index is available. 


The first chapter opens with a discussion of terminol- 
ogy, functions of the radiologist, etc., with the 
familiarity of one who has long dealt with these 
practical problems. He then takes up anatomy, his- 
tology, development and physiology of bone and basic 
considerations of roentgenography of bones. The suc- 
ceeding chapters follow the indicated headings. Each 
disease process is taken up under the general outline: 
Introduction, etiology, pathology, clinical manifesta- 
tions, roentgen evidences, and differential diagnosis. 


+ 
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A selected bibliography is found at the end of each 
section on a disease process. 

The author includes many of the more unusual 
and recently described entities, such as hypophos- 
phatemia and bone changes induced by wood im- 
bedded in soft tissues. Much of the material is com- 
plete, brief and concise. There is, however, consider- 
able unevenness in these features, laying more or 
less than due amount of stress on some phases of the 
subject (e.g., over six pages devoted to tarso-epiphyseal 
aclasis, and only six lines to Letterer-Siwe’s disease). 
In the preface the author indicates that this uneven- 
ness may be present, but its degree is somewhat un- 
desirable in a general reference of this type. Some 
discussions are so brief and superficial as to render 
them of little value, as in many portions of the 
section on fractures. Many debatable views on path- 
ology or pathogenesis are handled in a manner which 
seems to this reviewer to be either too incomplete 
or too direct and arbitrary (as for example in the 
chondrodystrophies and dyschondroplasias, kyphosco- 
liotic tibia, the reticuloses). Phraseology is occasionally 
awkward. The author’s use of the term “Madelung’s 
deformity” on page 89 to describe changes in Ollier’s 
disease and diaphyseal aclasis is questioned. 

Most of the illustrations are satisfactory, but, here 
too, there is variation in quality. Most disturbing are 
the gaps in illustration. Outstanding is Chapter 6 
in which there are only two reproductions, though 
several interesting entities are discussed. Again, with 
the excellent description of changes in rheumatoid 
spondylitis there are but two figures, poorly repro- 
duced, showing only the “bamboo spine.” 

In spite of these shortcomings, however, this volume 
is encyclopedic in scope, up-to-date, and easy to 
read. In general, the author fulfills his aim in pre- 
senting the state of current knowledge on this subject 
as completely as possible in a book of value to 
radiologists and others who deal with the skeleton. 


Hyperostosis Cranii 


Stewart-Morel Syndrome; Metabolic Craniopathy; 
Morgagni’s Syndrome; Stewart-Morel-Moore Syn- 
drome (Ritvo); Le Syndrome de Morgagni-Morel. 
By Sherwood Moore, M.D., Professor Emeritus of 
Radiology, Washington University School of Medi- 
cine. 226 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1955. Price $10.50. 
This excellent book is based on a study of 522 
hyperostotics, 1,267 controls, and 1,478 skeletons. The 
history of the disorder along with the pathology of 
the condition is described in detail. The part played 
by the pituitary, thyroid and gonads in the syndrome 
is emphasized. Four types and degrees of hyperostosis 
and the different possible combinations are discussed. 
In the roentgen diagnosis of hyperostosis cranii, its 
bilateral symmetry distinguishes it from other thick- 
ening of the skull with the exception of the congenital 
anemias, late osteitis deformans involving the skull, 
and such conditions as Sysostosis Multiplex, Cranio- 
facial Dysostosis and the Trovell-Junet Syndrome. 
Roentgen and conventional craniometric  measure- 
ments are checked against each other, The roentgen 
dimensions of the hyperostotic cranii are compared 
with the normal. 
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Signs of the Health Times. The 1955 National Health Forum 


on Forecasting America’s Health. A condensed report of the 
public interest portion of the program at the 35th Annual 
Meeting of the National Health Council, March 23-25, New 
York City. From the 1954 Annual Report of the National 
Health Council. 64 pages. New York: National Health 
Council (1790 Broadway). Price $1.00. 


Chronic Pancreatitis and Multiple Sclerosis. By E. P. Evans, 
M.R.C.S. 16 pages. Winnipeg, Canada: Hignell Printing 
Ltd., 1955. Price $1.00. Obtainable from author, 1088 Pem- 
bina Highway, Fort Garry, Manitoba. 


Cardiovascular Disease. Data on Mortality, Prevalence and 
Control Activities. Heart Disease Control Program of the Di- 
vision of Special Health Services, Bureau of State Services. 
Public Health Service Publication No. 429. 68 pages with ta- 
bles. Washington, D. C.: United States Government Printing 
Office, 1955. 


Veterans Administration Technical Bulletins. Series 10. Vol- 
ume VII, 1954. 24 pages. Washington, D. C.: Veterans Ad- 
ministration (Department of Medicine and Surgery) 1955. 


Ciba Foundation Colloquia on Ageing—General Aspects. Ed- 
ited by G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch. 
and Margaret P. Cameron, M.A., A.B.L.S. Assisted by Joan 
Etherington. Volume 1. 255 pages, illustrated. Boston: Little, 
Brown and Company, 1955. Price $6.75. 


The Rural Hospital. Its Structure and Organization. By Dr. 

F. Bridgman, Deputy Director of Health of the Depart- 
ment of the Seine, France, Chief Inspector of Health. World 
Health Organization Monograph Series No. 21. 162 pages 
with Figures. New York: Columbia University Press, 1955. 
Price $4.00. 


Annotated Bibliography of Vitamin E. 1952-1954. Compiled 
by Philip L. Harris and Wilma Kujawski of The Research 
Laboratories of Distillation Products Industries, Rochester 3, 
N. Y. (Division of Eastman Kodak Company.) Volume III. 
182 pages. Distributed by The National Vitamin Founda- 
tion, Incorporated, New York, 1955. Price $3.00. 


Saddle Block Anesthesia. By Ray T. Parmley, M.D., Director, 
Department of Anesthesiology, St. Francis Hospital. 59 pages, 
American Lecture Series. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1955. Price $2.50. 


Laboratory Identification of Pathogenic Fungi Simplified. By 
Elizabeth L. Hazen, Ph.D., Associate Bacteriologist (Mycology, 
and Frank Curtis Reed, Laboratory Illustrator and Photogra- 
pher, Division of Laboratories and Research, New York State 
Department of Health. 108 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1955. Price $5.50. 


The Pathogenesis of Poliomyelitis. By Harold K. Faber, M.D., 
Professor Emeritus of Pediatrics and Director of Poliomyelitis 
Research Department of Pediatrics, Stanford University School 
of Medicine, 157 pages, American Lecture Series. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1955. Price $5.00. 


Pathogenesis of Cancer. By John E. Gregory, M.D. Third 
Edition. 352 pages. Pasadena, California: Fremont Founda- 
tion, Publishers, 1955. 


Transplantation of Tissues. By Lyndon A. Peer, M.D., Clin- 
ical and Research Director, Rehabilitation Center for Plastic 
and Reconstructive Surgery, St. Barnabas Hospital, Newark. 
N. J., Vol. 1. 421 pages. Baltimore: The Williams and Wil- 
kins Co. Price $13.50. 


Adaptive Human Fertility. By Paul S. Henshaw, Ph.D. 322 
pages. New York: Blakiston Division, McGraw-Hill Book Co., 
Inc., 1955. Price $5.50. 


Clinical Biochemistry. By Abraham Cantarow. M.D., Profes- 
sor of Biochemistry, Jefferson Medical College, and Max Trum- 
per, Ph.D., Fifth Edition. 738 pages. Philadelphia: W. B. 
Saunders Company, 1955. 


Everything and the Kitchen Sink. How the first century of 

industry created our first century of good living. Written under 

the general supervision of Russell G. Creviston. 160 pages, 

illustrated. By Farrar, Straus & Cudahy, Inc., New York. Chi- 

ry and New York: The Philip Lesly Company, 1955. Price 
00. 


Induced Abortion on Psychiatric Grounds. A Follow-up Study 
of 479 Women. By Martin Ekblad. 237 pages with tables. 
Norregade 6-Copenhagen: Ejnar Munksgaard, 1955. 


Systemic Associations and Treatment of Skin Diseases. By Kurt 
Wiener, M.D. Dermatologist Mt. Sinai Hospital, St. Michael's 
Hospital, Milwaukee. 553 pages, St. Louis: C. V. Mosby Co., 
1955. Price $17.00. 


Diseases of the Ear, Nose and Throat. By William Wallace 
Morrison, M.D., Professor of Otolaryngology and Director 
of Department, New York Polyclinic Postgraduate Medical 
School and Hospital. Second Edition. 756 pages, illustrated. 
New York: Appleton-Century-Crofts, Inc., 1955. 


Surgical Forum. Clinical Congress of the American College 
of Surgeons, 1954. 851 pages. Philadelphia: W. B. Saunders 
Company, 1955. Price $10.00. 


Differential Diagnosis. By A. McGehee Harvey, M.D., Pro- 
fessor of Medicine and Head of the Department of Internal 
Medicine, The Johns Hopkins University School of Medicine; 
and James Bordley, III, M.D., Clinical Professor of Medicine, 
Columbia University and Albany Medical College. 665 pages. 
Philadelphia: W. B. Saunders Company, 1955. Price $11.00. 


Communicable Diseases. By Franklin H. Top, M.D., Pro- 
fessor and Head, Department of Hygiene and Preventive 
Medicine and Director, University Department of Health, 
State University of Iowa. 1,208 pages, 109 Text illustrations 
and 15 color plates. 3rd Ed. St. Louis: The C. V. Mosby 
Company, 1955. Price $18.50. 


The Pharmacopeia of the United States of America. Fifteenth 
Revision. Prepared by the Committee of Revision. (Official 
December 15, 1955.) 1,230 pages. Easton, Pa.: Mack Publish- 
ing Co., Distributor. Price $10.00. 


Cough Syncope. (American Lecture Series.) By Vincent J. 
Derbes, M.D., Professor of Medicine, Tulane University of 
Louisiana School of Medicine, and Andrew Kerr, Jr., M.D., 
Assistant Professor of Medicine, Louisiana State University 
School of Medicine. 181 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1955. Price $4.75. 
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reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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for daytime sedation... 
or a good night's sieep 
convert your “barbiturate patients” to... 


‘HABITUATION TO DORIDEN HAS NOT BEEN REPORTED 
AVERAGE DOSAGE: 

As a Daytime Sedative - 0.25 Gm. t.i.d. or q.i.d. (after meals) 
As a Hypnotic-—0.5 Gm. at bedtime ~ 


SUPPLY: Tablets (scored), 0.25 Gm. and 0.5 Gm. 


DORIDEN® (giutethimide CIBA) 
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puts pep in’ patients 


armatinic’ 


@ modern liquid hematinic and 
nutritional supplement 


@ contains iron, liver, B,2, folic acid 


e produces fresh response, vigorous 
improvement 


Each fluid ounce of Armatinic Liquid supplies: 


Liver Fraction 1 


1.25 Gm. 
Ferric Ammonium 

Citrate U.S.P..... 1.30 Gm. 
Folic Acid ......... 2.0 mg. 
*Crystamin ........ 20.0 mcg 
12.0% 


*The Armour Laboratories Brand of Crystal- 


line Vitamin Bi. 


Bottles of 8 and 16 fl. oz. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR & COMPANY © KANKAKEE, ILLINOIS 
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director of the American Board of Obstetrics and 
Gynecology, Inc. Dr. Collins, who will hold office for 
life tenure, is the first person from the deep south 
to be elected a director. 

Dr. Henry C. Pitot, 1955 graduate of the Tulane 
University School of Medicine, has been awarded an 
American Cancer Society research fellowship. 

“Christopher’s Minor Surgery,” a medical book edited 
by Dr. Alton Ochsner, the William Henderson profes- 
sor of surgery and chairman of the Department of 
Surgery in the Tulane University School of Medicine, 
and Dr. Michael E. DeBakey, professor and chairman 
of the Department of Surgery in the Baylor University 
School of Medicine, received a certificate of award from 
the 19th Annual Book Show in Philadelphia, sponsored 
by the Philadelphia Book Clinic. The book was one 
of 14 chosen for awards from the fields of medicine, 
school and college textbooks, fiction, non-fiction, re- 


Continued on page 52 


CLASSIFIED ADVERTISEMENTS 


WANTED—General Surgeon for 20 bed hospital in 
Eastern North Carolina. For further information con- 
tact NC c/o SMJ. 


WANTED—General Practitioner to form partnership 
in Eastern North Carolina. For further information 
contact NH c/o SMJ. 


WANTED—Young woman associate for general prac- 
tice in large southwestern city. Immediate opening. 
Special attention given obstetrics, gynecology, and 
pediatrics. Contact CF c/o SMJ. 


WANTED—Urological Residents. Vacancies will exist 
July 1, 1956, at first, second and third year levels of 
four-year fully diversified pyramidal-type residency of 
Baylor Affiliated Hospitals in the Texas Medical Cen- 
ter. Apply now to Dr. A. J. Leader, Medical Arts 
Building, Houston, Texas. 


WANTED—Cytology Technologist, $3,024.00. Division 
of Cancer Studies, Medical College of Virginia, Rich- 
mond, Virginia. 


FOR SALE—Government surplus medical, hospital, 
and X-ray equipment. Very reasonable. A. H. Smullian 
& Company, P. O. Box 271, Station A, Atlanta 2, 
Georgia. 


ENT RESIDENTS WANTED—EENT Hospital, 125 
beds, averages 35,000 out-patient visits annually, ade- 
quate supervision, instruction and surgery under board 
men, Basic Science Course in affiliation with Tulane 
University included. Second year residents will rotate 
through Ochsner Clinic. Apply at once: EENT Hos- 
pital, 145 Elk Place, New Orleans, Louisiana. 


FOR SALE—Modern 8-room air conditioned EENT 
Clinic, completely furnished and equipped. Also three 
bedroom home. All on six beautiful lots. Warm dry 
climate in citrus section, Rio Grande Valley, Texas. 
Health demands immediate sale—cheap—will sell sepa- 
rately if desired. Contact Samuel T. Parker, M.D., 210 
Canna Street, Pharr, Texas. 


By 
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Established Uses of THORAZINE* 


‘Thorazine’ has shown its dramatic usefulness and versatility 
in the following: 
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nausea and vomiting 

mental and emotional disturbances 

alcoholism 

hospitalized psychiatric patients | 
severe pain 

obstetrics and surgery 

behavior disorders in children 

intractable hiccups | 
status asthmaticus 


neurodermatitis and severe itching 


drug-addiction withdrawal 
symptoms 


‘Thorazine’ Hydrochloride is availiable in 
10 mg., 25 mg., 50 mg. and 100 mg. 
tablets; 25 mg. (1 cc.) and 50 mg. 

(2 cc.) ampuls; and syrup (10 mg./5 cc.). 


Smith, Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 


NE 
| 
4 
fj 


SOUTHERN MEDICAL JOURNAL 


in its completeness 


35 
Digitalis 
(Davies, Rese) 

0.1 Gram 
1% grains) 
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OAVIES, ROSE & CO. 
USA 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


SEPTEMBER 1955 


Continued from page 50 


ligious and juvenile books. Awards were given for out- 
standing typography, design and general physical ap- 
pearance. 

Dr. Isidore Cohn, Jr., New Orleans, was awarded a 
Doctor of Medical Science degree by the University of 
Pennsylvania at the commencement exercises on June 
14. Dr. Cohn received the award because of activity 
in research which recently led to a new application 
of antibiotics to large bowel surgery. 

The New Orleans Gynecological and Obstetrical So- 
ciety recently installed Dr. Abe Golden as president, 
Dr. Isadore Dyer, president-elect, Dr. Abe Mickal, vice- 
president, Dr. C. Fordon Johnson, secretary and Dr. 
Henry Leidenheimer, Jr., treasurer. 

Dr. Gene Usdin was recently elected a Fellow in the 
American Psychiatric Association. 

Officers of the Louisiana State Medical Society in- 
clude: Dr. Max M. Green, New Orleans, president, 
Dr. Paul D. Abramson, Shreveport, president-elect, 
Drs. George H. Hauser, New Orleans, Humphrey H. 
Hardy, Jr., Alexandria, and J. Theodore Brierre, New 
Orleans, first, second, and third vice-presidents, re- 
spectively, and Dr. C. Grenes Cole, New Orleans, who 
continues as secretary-treasurer. 


MARYLAND 


The April issue of the Bulletin of the School of 
Medicine of the University of Maryland School of 
Medicine and College of Physicians and Surgeons, 
Baltimore, was dedicated to Dr. Louis H. Douglass, 
who has been professor and head of the Department 
of Obstetrics at the school of Medicine since 1938. 

Nineteen outstanding medical school teachers and re- 
searchers have been named recipients of the 1955 
Lederle Medical Faculty Awards. Dr. Andrew G. 
Smith, Department of Microbiology, University of 
Maryland, was one of the recipients. 

Dr. Robert H. Riley, Baltimore, chairman of the 
state board of health for 27 years and a member of 
the Department since 1914, has announced his inten- 
tion to resign on January 1, 1956. Dr. Riley will be 
76 in August, but he is entitled to life tenure of office 
by law. 

Dr. John M. Scott has been appointed to the chair- 
manship of the Committee on Emergency Medical 
Calls, and important public relations position. 

At the final meeting of the Section on General Prac- 
tice of the Baltimore City Medical Society, the fol- 
lowing officers were elected for the term 1955-1956: 
Dr. Kenneth Krulevita, president, Dr. Ellsworth E. 
Cook, vice-president, and Dr. Joseph S. Blum, secretary- 
treasurer. 


MISSISSIPPI 


Dr. Lamar Arrington, Meridian, was elected presi- 
dent of the Ole Miss alumni group at a luncheon at 
the recent state meeting of the Mississippi State Medi- 
cal Association. Dr. James Thompson, Jackson, was 
elected secretary, and Dr. Ike Knox, Vicksburg, is the 
retiring president. 

Dr. Henry Crozier Ricks, Jackson, was named 
president-elect of the Mississippi State Medical Asso- 
ciation at the 87th annual meeting held in May. He 


Continued on page 58 
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a sulfonamide preparation with 


“maximum therapeutic efficiency 
at a minimum risk to the patient...” 


High urine solubility at 
common clinical pH values' 


Sulfa’ 
ripazine’ > 
400 


/ j : Brand of RA dia-mer sulfonamides 
SULFISOXAZOLE 
300 FREE ACETYL; TRIPLE SULFONAMIDE TABLETS 
TRIPLE J / ra Triple sulfonamide mixtures such as Tripazine are 
200 SULFA’ “preparations of choice” for treatment of 


sulfonamide-sensitive infections. “High blood levels and 


excellent tissue diffusion can thus be combined with a 


100 
few sensitization reactions and reliable protection 
a ” 
DANGER ZONE of the kidney.” 
an” 
pH 50 55 6.0 


Tripazine is highly useful in 

A triple sulfa’ has better solubility at the : 

acidic reactions of urine in many @ Systemic or localized infections, particularly those caused by 
patients.’ (Chart adapted). hemolytic streptococci (Lancefield’s Group A) « 
pneumococci « micrococci (staph.) « meningococci « 
Klebsiella pneumoniae « Hemophilus influenzae e 


Sulfa’ High blood levels' Neisseria gonorrhoeae 
mg./100 ce. 
51 PATIENTS . 
nonviral pneumonia bacillary dysentery * urinary tract 
125- TRIPLE SULFA‘ infections * meningococcic bacteremia and meningitis * 


gonococcic urethritis * and in conjunction with an 
antibiotic in actinomycosis and gas gangrene 
10.0 @ for prophylaxis of 

rheumatic fever e meningococcal and streptococcal 


infections e bacillary dysentery during epidemics 
10 PATIENTS Each scored, gray Tripazine tablet supplies the closely 


related sulfonamides: sulfadiazine, sulfamerazine, 
sulfamethazine, 0.167 Gm. each. 


0.5 Gm. tablets, in bottles of 100 and 1000. 


Lehr, D.: Present Status of Sulfonamide Therapy, Mod. Med. 
2 3 4 5 6 7 8 9 10 2111” ian. 15) 1955 
Trademark 


A triple sulfa’produced blood levels twice 
as high as those of the same dose of 
sulfisoxazole (6 Gm. per day).' (Chart 
adapted). EATON LABORATORIES 


NORWICH + NEW YORK 
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DR. WILLIAM B. TERHUNE 
and 
THE SILVER HILL FOUNDATION 


Announce: 


Appointments available for Residents and Associates in the training and 
active practice of psychosomatic medicine as applied specifically to the treatment 
of the psychoneuroses. 


Generous compensation and opportunity for permanent staff appointment. 


The Silver Hill Foundation is a psychotherapeutic unit for the treatment 
of the functional nervous disorders (the psychoneuroses, psychosomatic disturb- 
ances and social psychiatric disorders). The setting is that of a comfortable 
country home devoid of sanatorium atmosphere where a limited number of 


patients are under intensive, re-educational treatment for a period of several 
weeks, 


Only applicants with excellent educational background will be considered. 
Apply to: Dk. B. Medical Director, New Canaan, Connecticut. 
Associates: DR. FRANKLIN S. DuBots Dr. WILSON G. SCANLON 


Dr. Rospert B. Dr. WILLIAM M. WHITE 
Dr. Marvin G. PEARCE 


September 1, 1955 


SAINT ALBANS 


A ats VE HOSPITAL 


‘ 


James P. King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 
Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 


STAFF 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 


1400 Bland Street 
Bluefield, W. Va. 


David M. Wayne, M.D., Director 
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NOW — ACHLORHYDRIA FOR MOST ULCER PATIENTS 


of 47 tests conducted among duodenal ulcer patients. 
_ Zero acid plus the powerful antimotility action of Monodral 


bromide CAPLETS, 5mg. ELIXIR, 2.5 mg./cc. 


Sedation for ulcer patients—without drowsiness. 
Meboral,® a barbituric acid derivative, is sedative and 
antispasmodic. It has a wide margin between sedative 

ond hypnotic dose. Mebaral calms without impairing efficiency, 
relaxes without drowsiness. Ideal sedation for ulcer patients 
in high gear who “can’t slow down.” Monodral 5 mg. 

with Mebaral 32 mg. (% grain) tablets. 


1. MCKENNA, R D.. ROYAL VICTORIA HOSPITAL. 
MONTREAL. CANADA, PERSONAL COMMUNICATION New York 18, N.Y. 
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monilial vaginitis 


POWER 


> fast relief of intense vulvar itch 
- - prompt restoration of vaginal health 
=... . ease of administration 


the superior anti-mycotic Killing Power 


violet in its most effective form. 
Preven 93% clinically effective... even in monilial 


waginitis during the last trimester of pregnancy. 


Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 


Browne-M cHardy Clinic 


Internal Medicine and 
Gastroenterology 

® Surgery 

© Orthopedics 

© Gynecology and Obstetrics 

® Radiology—X-ray and 
Radium therapy 

®@ Laboratory and Research 
Departments 

® Urology 

Endoscopy 

® Otolaryngology-Ophthalmology 

Neuropsychiatry 

® Hotel facilities available 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 « New Orleans, La. 
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STECLIN- MYCOSTATIN 
‘SQUIBB TETRACYCLINE-NYSTATIN 


WELL TOLERATED BROAD SPECTRUM ANTIBACTERIAL THERAPY PLUS ANTIFUNGAL PROPHYLAXIS 


BROAD SPECTRUM ANTIBIOTIC THERAPY, — 


EFFECTIVE IN MANY COMMON INFECTIONS © 


Because it contains Steclin (Squibb Tetracycline), MYSTECLIN is 
an effective therapeutic agent for most bacterial infections. 
When caused by tetracycline-susceptible organisms, the follow- 
ing infections are a few of those which can be expected to re- 
spond to MYSTECLIN therapy: 


bronchitis gonorrhea osteomyelitis pyelonephritis 
colitis lymphadenitis _ otitis media sinusitis 
furunculosis meningitis pneumonia tonsillitis 


MYSTECLIN is also indicated in certain viral infections and in amebic 
dysentery. 


BROAD -SPECTRUM ANTIBIOTIC THERAPY, 


WITH A MINIMUM OF SIDE EFFECTS a ; 


: In clinical use, Steclin has produced an extremely low incidence 
of the gastrointestinal distress sometimes observed with other 
broad spectrum antibiotics. Mycostatin (Squibb Nystatin), as 
contained in MYSTECLIN, is also a particularly well tolerated 
antibiotic and has produced no allergic reactions, even after 
prolonged administration. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 


WITHOUT THE DANGER OF MONILIAL OVERGROWTH 


Because it contains Mycostatin, the first safe antifungal 
antibiotic, MYSTECLIN effectively prevents the overgrowth of 
Candida albicans (monilia) frequently associated with the 
administration of ordinary broad spectrum antibiotics. This 
overgrowth may sometimes cause gastrointestinal distress, anal 
pruritus, vaginitis, and thrush; on occasion, it may have serious 
and even fatal consequences. 


SQuiss 


Each MYSTECLIN capsule contains 250 mg. Steclin 
Hydrochloride and 250,000 units Mycostatin. 


Minimum adult dose: 1 capsule q.i.d. 
Supply: Bottles of 12 and 100. 


“MYSTECLIN", "STECLIN® AND *MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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DIATHERMY EQUIPMENT 


3 ‘TAMLORED TO. YOUR PRACTICE 


Microwave 

The MW-1 Micro- 
therm® for directed 
deep heating. Ease 

and convenience of 
operation contribute to 
the popularity of ———J 

this unit. 


Short Wave 


The MF-49 —a con- 
ventional short wave 
unit; may be employed 
with contour applica- 
tor, cable, air-spaced 
electrodes, technic, 
or for minor elec- 
trosurgery. 


Portable 
Short Wave 


The D-54 offers 
portability in a 
unit with ade- 
quate power at 
low original and 
upkeep cost. 


See your Burdick Dealer 
or write us for complete Sfoomnation. 


THE BURDICK CORPORATION 


MILTON. WISCONSIN 


will enter office at the annual meeting at Jackson, 
May 8-10, 1956. 

Dr. T. G. Hughes, Clarksdale, is the most recent 
member to come into the Fifty-Year Club. The cele- 
bration, held at the Baptist Church in Clarksdale, his 
church, on June 5, was a wonderful tribute to a man 
who had served his people long and well. 


Dr. FE. C. Parker, Gulfport, resigned as a member of 
the Council of the Mississippi State Medical Associa- 
tion during late May. Dr. Parker has served on the 
‘ouncil continuously since 1948, representing the Ninth 
District. 


MISSOURI 


Dr. Ralph E. Duncan, Kansas City, was recently 
installed as president of the Missouri Public Health 
Association. 


Dr. D. I. L. Seabaugh, Jackson, was honored on 
June 3 by his family and friends in celebration of his 
fiftieth anniversary in the practice of medicine. The 
Southeast Missourian carried an article about the 
meeting and about Dr. Seabaugh. 

Dr. Roscoe L. Pullen, Columbia, received a merit 
award from Northwestern University at an alumni 
banquet on June 11. Dr. Pullen’s was one of 20 
alumni awards given by the university. 

Dr. A. N. Vaughn, St. Louis, received an award 
for outstnading service to medicine and to Homer 
G. Phillips Hospital, which was made by the hospital 
Interns Alumni Association. 

Dr. George W. Carpenter, Chillicothe, was the sub- 
ject of a feature story recently in the Kansas City 
Star entitled, “Still ‘Doctoring’ at 75.” 

The Kansas City Surgical Club rcently elected the 
following officers: Dr. Thomas M. Johnson, president, 
Dr. Richard A. Twyman, secretary-treasurer, and Dr. 
E. A. Wilkinson, and Dr. Frederick J. McCoy, members 
of the executive committee. 

Dr. James R. McVay, Kansas City, was recently ap- 
pointed to a special committee of the American Medi- 
cal Association to meet with labor and management 
in a joint effort to solve the medical problems of 
working people. 

Dr. G. Wilse Robinson, Jr., Kansas City, was elected 
president of the Guild of Catholic Psychiatrists at the 
annual meeting of the group recently in Atlantic 
City. 

Dr. Lawrence P. Engel, Kansas City, was recently 
installed president of the Rotary Club of that city. 

The National Association of Private Psychiatric Hos- 
pitals recently elected Dr. Paul Hines, Kansas City, 
vice-president, and Dr. G. Wilse Robinson, Jr., secre- 
tary. 

Dr. Ned D. Rodes, Mexico, was recently made chief 
surgeon of the Ellis Fischel State Cancer Hospital, 
Columbia. 

Dr. Robert M. Myers, Kansas City, was named gen- 
eral practitioner of the year by the Greater Kansas 
City Academy of General Practice. 

Dr. Robert Elman, St. Louis, was named president 


Continued on page 63 
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Ambar Extentabs and Tablets contain, 
in intermediate dosage, the potent 
CNs stimulant, methamphetamine, plus 
phenobarbital. Combined in an optimal 
ratio of 6.5 parts phenobarbital to 1 
part methamphetamine, methamphetamine’s 
potent stimulating influence is firmly 
controlled, resulting in a gentle, 
“jolt-free” normalization of depressed 
moods and excessive appetite. 


normalize the depressed mood, 


suppress the urge to overeat 


l2n Ipm 


Spm 6pm 7pm 
t t 
How Ambar Extentabs work a 12-hour day... 
without time off for getting started. Each Extentab is 
equivalent to 3 full doses in one tablet. Dose number one, present in 


the tablet coating, is released quickly yet smoothly. Needed clinical 
effect is promptly achieved. 
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without time out for dosage breaks. Extentab-contained ea 
doses two and three are distributed throughout a special, Robins- 3 
developed extended-release core. Clinical effect is uniformly maintained a 
without interruptions for dosage breaks. } 

Ambar Extentabs — Ambar Tablets — st 


Methamphetamine hydrochloride 10.0 mg. 
Phenobarbital (1 gr.) ...... 64.8 mg. 
Average duration of therapeutic effects 
10-12 hours 


A. H. ROBINS CO., INC./RICHMOND, VIRGINIA 


Methamphetamine hydrochloride 3.33 mg. 
Phenobarbital (1/3 gr.)..... 21.6 mg. 
Average duration of therapeutic effects 
4 hours. 
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Information 
Brochure @ Modern Treatment Facilities @ Occupational and Hobby Therapy 


Rates @ Psychotherapy Emphasized @ Healthful Outdoor Recreation 


A MODERN HOSPITAL 
FOR EMOTIONAL 
READJUSTMENT 


Available to Doctors —@ Large Trained Staff @ Supervised Sports 
and Institutions == @ Individual Attention @ Religious Services 
@ Capacity Limited @ Ideal Location in Sunny Floride 
MEDICAL DIRECTOR — SAMUEL G. HIBBS, M.O. ASSOC. MEDICAL DIRECTOR — WALTER H. WELLBORN, Jr,M.D. 
JOHN U. KEATING, M.0. SAMUEL R. WARSON, M.0. 


TARPON SPRINGS + FLORIDA - ON THE GULF OF MEXICO ©° PH. VICTOR 2-181! 


Angina pectoris 
prevention 


nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 


severity. Tolerance and methemoglobi- 
nemia have not been observed with 


CH,-CH,-O-NO, METAMINE, nor have the common nitrate 


side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


etamine 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. Bottles of 50 and 500 
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ARRIAGE PARTNER 


W he available evidence indicates that one 
of every four or five adult women harbor 
the parasite . . 
data suggesting coitus as a method of transfer.” 


. there are many recorded 


JT.v. conquers man. “In the present study (926 men) 
there is a total of 144 cases harboring Trichomonas 
vaginalis.... This is a percentage incidence of 15.5. 
... The percentage incidence of non-specific urethritis 
cases which may be attributable to Trichomonas 
vaginalis was 36.9 percent.”? Karnaky found the in- 
fection in the urethra and prostate and under the pre- 
puce of 38 among 150 husbands with infected wives.3 


Few symptoms—little concern. “The [female] patient 
seeks medical attention because of . . . leukorrhea .. . 
intense itching, dyspareunia and burning and fre- 
quency of urination.”* However, when the male 
patient has an infection, he often considers the signs 
and symptoms as insignificant and accepts them with 
little or no concern.® 


Protect the wife. In preventing re-infection, Trussell 
states, “Obviously a condom will be the most effec- 
tive mechanical barrier. Eradication of the parasite in 
both sexual partners is of course the ideal.”! Karnaky 
recommends that the husband wear a condom for 
four to nine months whenever Trichomonas vaginalis 
is resistant and recurrent.® 


JULIUS SCHMID, inc. propbylactics division 


423 West 55th Street, New York 19, N. Y. 


IN VAGINAL 
TRICHOMONIASIS 


Prescribe top-grade condoms. To eliminate tricho- 
monads “once and for all,” take specific measures to 
win co-operation of the husband. In prescribing a 
condom, be selective and take advantage of Schmid 
product improvements. 


When there is anxiety that the condom might dull 
sensation, the answer is to prescribe XXXX 
(rourEx)® skins. Made from the cecum of the lamb, 
they feel like the patient’s own skin, are pre-mois- 
tened and do not retard sensory effect. If cost is a 
consideration, prescribe RAMSES,® a transparent, 
tissue-thin, yet strong condom of natural gum rubber. 
SHEIK,® also a natural gum rubber condom, is even 
more reasonable in price. 


Any husband, any wife, in your practice, would pre- 
fer to hand the druggist your prescription for a 
condom, rather than to ask for it “in public.” Isn’t 
that true? This is another instance of diplomacy in 
medicine to prevent an embarrassing situation. To 
assure finest possible quality and earn appreciation 
for your thoughtfulness, prescribe XXXX (rourex), 
RAMSES or SHEIK condoms by name. Prescribe 
Schmid protection for as long as four to nine months 
after the wife’s infestation has cleared. The protec- 
tion Schmid condoms afford is the very foundation 
of re-infection control. 


References: 


1. Trussell, R. E.: Trichomonas Vaginalis and Trichomoniasis, 
Charles C. Thomas, 1947, Springfield, Illinois. 2. Feo, L. G.: 
Am. J. Trop. Med. 24:195 (May) 1944. 3. Karnaky, K. J.: 
Urol. and Cutan. Rev. 42:812 (Nov.) 1938. 4. Kanter, A. E.: 
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XXXX (rourex), RAMSES and 
SHEIK are registered trade- 
marks of Julius Schmid, Inc. 
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of the American Gastro-Enterological Association at a 
recent meeting of the group. 

Dr. Carl V. Moore, St. Louis, has resigned as dean 
of the Washington University School of Medicine. 
Dr. Moore will become head of the Department of 
Medicine and Busch professor of medicine at the 
school. 

The Menorah Medical Center has elected the fol- 
lowing new officers of the medical staff: Dr. Cecil 
M. Kohn, president, Dr. Jacob S. Hoffman, president- 
elect, Dr. Jacob Zellermayer, secretary, and Dr. Bela 
K. Kent, treasurer. 

Dr. George A. Mellies, St. Louis, was honored on the 
occassion of his 8Ist birthday with a reception at his 
home. Among congratulatory messages was one from 
President Eisenhower. 


NORTH CAROLINA 


Dr. Fred M. Patterson, Greensboro, has been ap- 
pointed examining physician, chief grade, in the Vet- 
erans Administration Regional Office in Columbia, 
South Carolina, and will assume his duties on or 
about August 15, 1955. 

Dr. James R. Glotfelty, formerly at Veterans Ad- 
ministration Hosptial at Lebanon, Pennsylvania, is 
being transferred in the same position to the VA 
hospital in Durham, North Carolina. Dr. Glotfelty 
succeeds the late Dr. John J. Tyson. 

Dr. J. Lamar Gallaway, Duke University derma- 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private hospital for the neuro- 
logical practice of Drs. Beverly R. 
justified for some insomnia patients. Tucker, 1 peer R. Masters and James 

_ But for those whom you wish to . Asa Shield. 
give a safer, more eer. The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and 
physiotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
: trained in the care of nervous cases. 

chloral hydrate, paraldehyde, etc. Avail-_ 

~ able in 500 mg. capsules, bottles of 100. 

Amt dose for ordinary nervous insomnia 


Introducing Abbott’s new 7 
Placidyl offers a gentle new therapy 
rélaxes and calms the patient. 
Tranquil sleep comes within 15 to 30 
minutes—should last all night, 
Placidyl does not force patients 
sleep; rather, it induces them 
sleep naturally, } 
patients who take Placidyl 
after waking in the small hours 
Side actions? Virtually none. 
mg. show no effecton | 
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for your dyspeptic, 
geriatric, underweight, 
and gallbladder 


patients 


dig 


estant tablets 


for improved 
nutritional status... 
clinical response 


Layered construction provides timed 
release of essential digestants when 
and where needed, for efficient utiliza- 
tion of proteins, carbohydrates, fats. 


Each CONVERTIN Tablet provides: 
A sugar-coated outer layer of: 
Betaine Hydrochloride ...... . 130.0 mg. 


(Provides 5 minims Diluted 


Hydrochloric Acid U.S.P.) 
Oleoresin Ginger... ....... 1/600 gr. 
Surrounding an enteric-coated core of: 
Pancreatin 4xUSP.) ....... 62.5 mg. 


(Equiv. 250 mg.) 


Desoxycholic Acid ......... 50.0 mg. 


DOSAGE: Two tablets with or just after meals. 
Dose may be reduced at discretion of physician, 
usually after first week. 


SUPPLIED: In bottles of 84 and 500 tablets. 
Available on prescription only. 


\ B. F. ASCHER & COMPANY, INC. 


Ethical Medicinals 
KANSAS CITY, MISSOURI 
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tologist, will make a special 10-day tour in the Alaskan 
Theatre of Operations for the United States Air Force 
and the Army. 

Dr. Lucie Jessner, professor of psychiatry, Univer- 
sity of North Carolina School of Medicine, attended 
the four-day International Psychoanalytic Congress at 
Geneva, Switzerland, which was held in July. 

Dr. Robert A. Ross, professor and head, Depart- 
ment of Obstetrics and Gynecology, Universtiy of 
North Carolina School of Medicine, was named dean 
of obstetrics for the postgraduate seminar in obstetrics 
and gynecology which was held recently at Saluda. 

Dr. Lynwood E. Williams, Kinston, was elected presi- 
dent of the North Carolina Tuberculosis Association 
at the Board of Directors meeting held recently in 
Durham. Dr. C. D. Eatman, Rocky Mount, was also 
elected vice-president. 

Dr. C. D. Thomas, associate superintendent and 
medical director, Western North Carolina Sanatorium, 
was elected president of the North Carloina Trudeau 
Society at its eighth annual meeting held in Durham. 
Other officers elected for 1955-56 were: Dr. C. Hege 
Kapp, medical director of the Forsyth County Sana- 
torium, vice-president, and Dr. Robert F. Yourn, Hali- 
fax County Health Officer, secretary-treasurer. 

Dr. George Darwin Wilson, Asheville, has been 
elected to membership in The American Medical 
Writers’ Association. The only organization in Amer- 
ica devoted to improvment of the written word of 
medicine, the Medical Writers’ Association is affiliated 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TEN NESSEE 


— © 
with 
: ® 
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for day-long relief of 
anxiety and depression in: 


Premenstrual tension 
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Menopausal depression 
Chronic headache & 
and backache € 
Bronchial asthma 
Abdominal spasm 


Alcoholism 
Convalescence 
Arthritis 


Weakness and vertigo 
Pain or inactivity 
of chronic disease 
Obesity 
Psychogenic fatigue 


When anxiety, apprehension and depression cause or complicate 
the condition you are called upon to manage, you will find “Dexamyl’ 


unusually valuable. 


A single Dexamyl]* Spansule capsule provides smooth, uninterrupted, 
day-long relief of the mental and emotional distress you see in almost 


every patient. 


Dexamyl 


T.M. Reg. U.S. Pat. Off. 


Spansule* 


brand of sustained 
release capsules 


No. 


In two strengths (the duration 
of effect is the same; the 
difference is in the intensity of effect): . 


No, 1: Each capsule contains Dexedrine* 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 
10 mg.; amobarbital, 1 gr. 
No. 2: Each capsule contains ‘Dexedrine’ Sulfate, 
15 mg.; amobarbital, 1% gr. 


Smith, Kline & French Laboratories 
Philadelphia 


*T.M. Reg. a+ Pat. Off. 
Patent Applied For 
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Tensions are not continuous. They occur in 
peaks, arising from valleys of relative relax- 
ation. With this in mind, Nidar was formu- 
lated for the individual patient. 


When Nidar is taken in the morning and 
again in the early afternoon, the patient is 
neither jittery nor dopey. He is relaxed, 
able to meet situations calmly and alertly. 


Each light green, scored Nidar tablet contains: 


Secobarbital Sodium.......... % gr. 
Pentobarbital Sodium........ % gr. 
Butabarbital Sodium......... \% gr. 


Bottles of 100 and 1000. 


NOTE: Nidar is also an excellent hypnotic. 


, THE ARMOUR LABORATORIES 


. A DIVISION OF ARMOUR AND COMPANY + KANKAKEE. ILLINOIS 
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with the American Association for the Advancement 
of Science. 


Dr. Jesse F. Casey, leading Veterans Administration 
psychiatrist, has been appointed head of the Psychiatry 
and Neurology Service of the VA’s Department of 
Medicine and Surgery. The appointment was effective 
June 15, 1955. Dr. Casey is a native of Goldsboro, 
North Carolina. 


OKLAHOMA 


The Society of Neurologists and Psychiatrists re- 
cently elected the following new officers: Dr. Harold 
Binder, Oklahoma City, president, Dr. Felix Adams, 
Vinita, vice-president and president-elect, Dr. Charles 
Smith, Norman, secretary-treasurer, and Dr. Robert L. 
Imler, Tulsa, was named to the Executive Board. 

Dr. Victor Moore recently received a certificate sig- 
nifying the completion of a year of residency at Uni- 
versity hospital on a $1,000.00 Mead Johnson scholar- 
ship in ceremonies in Oklahoma City at University 
Hospital. 

Dr. Kieffer Davis, medical director of Phillips Pe- 
troleum Company, Bartlesville, was honored by the 
Washington-Nowata County Medical Society in recog- 
nition of his recent installation as national president 
of the Industrial Medical Association. Some 60 mem- 
bers and guests attended the event at Hillcrest Country 
Club. 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 
E. W. ALLEN, M.D. H. D. ALLEN, M.D 
DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


~. 
™, 
® 
FOR INDIVIDUALIZED CONTROL OF TENSIONS a 
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TO THE 50,000 PHYSICIANS DOING CERVIX CONIZATION IN OFFICE AND HOSPITAL 
announcing the 
new Birtcher 


SURGICAL PISTOL 


for electro-surgical 
cervix conization 


2 Welch-Allen #3 
lamps give a perfect ™ 
ly illuminated field. 


Over 360° uninter- 
rupted rotation with 
each pull of the 
trigger. 


Comfortable grip for 
completely stable 
one-hand operation. 


Operates with any make or model of 
short-wave diathermy or electro-surgical 
machine providing a cutting current. 


The Birtcher Surgical Pistol for cervix conization offers surgical accuracy, less operating 
time with less strain on surgeon and patient. Since the Pistol is operated with one hand, 
the other is left free for other instrumentation. Because of the delicate touch of the 
instrument, the surgeon retains his surgical “feel.” The greater stability and control 
results in smoéoth, uniform excisions with no ragged tissue as a possible site for post- 
operative infection. Two built-in lights give a perfectly illuminated field and are located 
where they cannot interfere with the surgeon’s view. 


THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 


No. 756 Birtcher Surgical Pistol Set complete 
with 2 lamps, 4 Hawkins Electrodes and con- 


necting cord is priced at $65.00. Send me literature on the new Birtcher Surgical Pistol 
When ordering, specify make and model of for Cervix Conization and Cervix Conization reprints. 
electro-surgical unit or short wave diathermy. SMJ-9 


2 excellent up-to-date reprints on cervix con- 
ization, along with descriptive literature on 
the Pistol and electrodes, will be sent on 
request. 
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FOLBESYN 


Vitamins Lederle 


A well-balanced, high-potency vitamin 


FOoLBESYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FOoLBEsYN Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


formula containing B-Complex and C 
Dosage: 2 cc. daily. Each 2 cc. provides: 


Sodium Pantothenate................ 10 mg. 
Pyridoxine HCI (B.)............. 5 mg. 
Vitamin Biz................... 15 micrograms 


FOLBESYN is also available in _ tablet 
form, ideal for supplementing the paren- 
teral dose. 


LEDERLE LABORATORIES DIVISION ameascaw Cyanamid company Pearl River, New York 


reo. U.S. PAT. OFF. 


ESTABLISHED 1911 


“WESTBROOK SANATORIUM 


private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and problems of 


addiction. 
P. O. Box 1514 


RICHMOND, VIRGINIA 


Staff PAUL V. ANDERSON, M.D, 
President 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 


Associate 


THOMAS F, COATES, M.D, 


ssociate 


R. H. CRYTZER, Administrator 


Phone 5-3245 


Brochure of Views of our 125-Acre Estate 


Sent on Request 
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Levo-Dromoran Tartrate 'Roche' 


enables you to relieve severe pain with relatively 
small oral doses. Constipation is less likely 

to occur than with morphine. It may also be 
given subcutaneously, with relief beginning 20 

to 30 minutes after administration and 


lasting from 6 to 8 hours. 


Nisentil Hydrochloride 'Roche! 


works quickly to provide analgesia lasting, on an 
average, two hours when given subcutaneously, 

or half an hour when given intravenously ... One 
investigator said of the rapid onset of analgesia 
«e+ "it has been possible in most cases to give the 
injection of Nisentil, put down the syringe, 

pick up the instruments and proceed immediately." 


Hoffmann - La Roche Inc «+ Nutley 


Levo-Dromoran® Tartrate 'Roche' -- brand of levorphan tartrate 
Nisentil® Hydrochloride 'Roche' -- brand of alphaprodine hydrochloride 
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A 
prescription 
for 

happy 


travel... 


Practically all of your patients, young and old are 
motion sensitive and suffer to some degree when 
traveling -by rail, bus, automobile, ship or plane. 
Bonamine easily and effectively prevents motion 
sickness. A single dose a day often is enough to 
insure the pleasure and therapeutic benefits of 

travel. The chewing-gum form has the advantages of 
patient acceptability, agreeable minty taste and ready 
availability without need for water for administration. 
Bonamine is indicated also for the control of nausea, 
vomiting and vertigo associated with labyrinthine 
irritation due to Meniére’s disease, postoperative 
status, cerebral arteriosclerosis or radiation therapy. 


*Trademark 


Brand of meclizine hydrochloride 


Supplied as Chewing Vablets. 25 mg. and 


also as scored, tasteless Tablets, 25 mg. 


PrizeR LABORATORIES, Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
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more tissue oxygen 
muscle metabolism 


“strong muscle 


vasedilater activity _ in intermittent claudication 
= an — diabetic vascular disease 
Lil ase 

output’’? Raynaud’s disease 

agent of minimal ischemic ulcers 

toxicity and 

optimal tolerance’? night leg cramps 


ARLIDIN dilates peripheral blood — 


vessels in distressed muscles, branw of nylidrin hyd 


relaxes spasm, increases both —_—_ tablets 6 mg. © 


: cardiac and peripheral blood 
ranze, J. et al: 


division of U. S. Vitamin Corporation 
250 East 43rd Street, New York 17 


# 
71 
helps your peripheral vascular patients 
walk longe rther, in ‘more 
| 
dose: 1 tablet t.i.d. or q.i.d. 
bottles of 50, 100 and 1 
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SOUTH CAROLINA 


Dr. Henry Heins, Charleston, has passed the Board 
of Obstetrics and Gynecology. 

Dr. Harry S. Mustard, an honorary member of the 
Medical Association of South Carolina, had conferred 
upon him the honorary degree of Doctor of Public 
Health at the commencement exercises of the Medical 
College of South Carolina. 

Dr. Edward J. Dennis, who recently completed a 
residency in Obstetrics and Gynecology at Roper Hos- 
pital, became a full time instructor in Obstetrics and 
Gynecology at the Medical College of South Carolina 
effective July 1, 1955. 

Dr. Jack Jervey, Greenville, has received member- 
ship in the American Ophthalmological Society. 

The Spartanburg County Medical Society announces 
that it is spnosoring the candidacy of Dr. D. Lesesne 
Smith for presidency-elect of the South Carolina Medi- 
cal Association in 1956. 

Dr. Robert C. Stroud, of the Department of Phy- 
siology of the Medical College of South Carolina, is 
one of nineteen outstanding medical school teachers 
and researchers who have been named recipients of 
the 1955 Lederle Medical Faculty Awards. 


TENNESSEE 


Dr. Sam Sullenberger, Dandridge, vice-president of 
the Flying Physicians Association, is arranging a spe- 
cial flight for the annual meeting of the Southern 


Continued on page 76 


Another Lede® 


MUMPS 
VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 cc. vial (5 immunizations). 


“First”?! 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 


James A. WaLLAce, M.D. 
Medical Director 


THE WALLACE HOSPITAL 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases 


WALTER R. WALLACE 
Superintendent 
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Life becomes more twable 
for the Anginal Patient 


Pentoxylon combines the brady- 
crotic, tranquilizing, stress-relieving effects of Rauwi- 
loid®, 1 mg., with the prolonged coronary vasodilating 
influence of pentaerythritol tetranitrate (PETN), 10 mg. 


Reduced heart rate—due to Rauwiloid—lengthens 
diastole and leads to better coronary filling and less- 
ened cardiac work. 


This new approach reduces nitroglycerin need, in 
many instances obviates it; increases exercise toler- 
ance, reduces anxiety, allays apprehension, and pro- 
duces objective, ECG-demonstrable improvement. 


Equally indicated in normotensive and hypertensive 
patients, since Rauwiloid tends to lower elevated blood 
pressure but does not affect normal tension. Clinical 
test samples on request. 


LASTING CORONARY 
DILATATION 


LOWER PULSE RATE 


BETTER CORONARY 
CIRCULATION 


LESSENED CARDIAC 
WORK 


IMPROVED PSYCHIC 
STATUS 
Dosage: one to two 


tablets q.i.d. In bottles 
of 100 tablets. 


TOxXxXYLON 


Each tablet contains pentaerythritol tetranitrate (PETN) 10 mg. and Rauwiloid® 1 mg. 


LABORATORIES, INC., tos ancetes 48, cauir. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive ‘Therapy, Recreational and 
Occupational Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. Brawner, JR., M.D. Apert F. BRAwNeR, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 


HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy Used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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AMINOPHYLLINE 


EPHEDRINE HCL.......... 
For spasm relief and 
dilation of bronchioles 


PHENOBARBITAL ......... Vs GR. 
For mild sedation 


POTASSIUM IODIDE....... 3 GRS. 
To liquefy and drain 
distressing mucus plugs 


ISSUED IN BOTTLES OF 36 AND 100 TABLETS 


DOSAGE: One tablet, with full glass of 
water, 3 or 4 times a day 
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BRONCHIAL ASTHMA 


During the asthmatic attack, the 
bronchial wall is contracted and 
the lumen is narrowed and further 
obstructed by thick, tenacious mucus. 
THE MERCK MANUAL, 8TH ED. 1950. 


Recently most investigators state that 
viscid mucus, even more than spasm, 
is responsible for asthmatic wheezing 
and dyspnea. Mudrane relieves asthma 
by liquefying and draining this mucus 
as well as by dilating and relaxing the 
bronchioles. Mudrane is buffered for 
tolerance and is accurately formulated 
for maximum relief without side-effects. 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 


WE Wy 
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| 
IN EACH SCORED TABLET 
......... 2608. | 
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PREDNISONE (metacortandracin) 


"= more potent than cortisone or hydrocortisone + devoid of major undesirable side effects. coe + 


i 


*T.M. 


MeticorTen,* brand of prednisone. 
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Medical Association, November 14-17, for members of 
the Association residing in Southern Medical territory. 
The “flying docs” will converge on the Houston Inter- 
national Airport on Tuesday morning, November 15, 
and will be escorted by a special reception commit- 
tee to the Shamrock for luncheon. Physicians desir- 
ing to fly their own plane to the Houston meeting, 
should contact Dr. Sullenberger for details. 

Dr. Martha Ann Loving, a graduate of the Uni- 
versity of Tennessee College of Medicine, has been ap- 
pointed an instructor in the College’s Division of Ob- 
stetrics and Gynecology. 

Dr. Charles H. Eades, Jr., assistant professor of chem- 
istry at the University of Tennessee Medical Units 
since 1948, has resigned to join the staff of Meade 
Johnson Research Laboratories at Evansville, Indiana. 

Dr. Douglas H. Sprunt, chief of the Division of 
Pathology and Microbiology at the University of Ten- 
nessee College of Medicine, has been appointed a 
member of the Cancer Control Committee of the Na- 
tional Cancer Institute of the United States Public 
Health Service. The committee reviews and advises 
the Public Health Service on cancer control research 
in the United States. 

Dr. William H. Morse, formerly of Blytheville, Ar- 
kansas, who recently returned from six year’s service 
in the Army, has joined the staff of the University of 
Tennessee College of Medicine as a full time instructor 
in the Department of Urology. 


Continued on page 78 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


DIVISION OF GRADUATE 
MEDICINE 


Radiologic Considerations 
of Pulmonary, Urological 


and Bone Diseases Nov. 17-18, 1955 
Ocular Pathology Dec. 5-9, 1955 


Fluid and Electrolyte 
Balance Jan. 16-21, 1956 


Feb. 6-10, 1956 
Apr. 12-13, 1956 


Pediatric Neurology 


Industrial Medicine 


For Detailed Information Write 


DIRECTOR 
1430 Tulane Ave. New Orleans 12, La. 
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Brand of Bromaleate, Brayten 


NEO Broth, the first preparation devel- 
oped specifically for treatment of pre- 
menstrual tension, continues to be found 
the most satisfactory therapeutic agent 
in this condition. 

Bickers found that “abnormal water 
storage can be blocked or eliminated and 
clinical relief of symptoms obtained in 
most patients...”! with NEO BROMTH. 

Greenblatt recently stated: ‘‘Clinically, 
we share Bickers’ enthusiasm for this drug 
in the management of premenstrual ten- 
sion, especially where there is associated 
edema.””? 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


NEO BroMTH is non-toxic, non-hormonal 
therapy and contains no ammonium chlo- 
ride. Each 80 mg. tablet contains 50 mg. 
of pamabrom (2-amino-2-methy]-1- 
propanol 8 bromo-theophyllinate) and 30 
mg. of pyrilamine maleate. 

Dosage: 2 tablets twice daily (morning 
& night) beginning at onset of symptoms 
—usually 5 to 7 days before menses. 
Discontinue at onset of flow. Supplied in 
bottles of 100 tablets on prescription only. 


1. Bickers, W.: Southern M.J., 46:873, Sept., 1953 
2. Greenblatt, R.: GP, 11:66, March, 1955 
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Eight physicians have been appointed to the staff 
of the University of Tennessee College of Medicine. 
All will hold the rank of assistant. The following 
were appointed in the Department of General Prac- 
tices: Dr. John Lee Armstrong, Somerville, Dr. John 
Claiborne Thornton, Jr., and Dr. Julian Kenneth 
Welch, Jr., both of Brownsville. Dr. Gordon Mathes 
and Dr. Maurice Segal were appointed in Urology. 
Dr. Charles R. Riggs and Dr. T. Murray Ferguson, 
West Memphis, Arkansas, were appointed in Obstetrics 
and Gynecology. Dr. George A. Coors was appointed 
in Surgery. 

Dr. Edward H. Storer, Searrle, Washington, has been 
appointed assistant professor of surgery and director 


SEPTEMBER 1955 


of the Surgical Research Laboratories at the Univer- 
sity of Tennessee College of Medicine. Dr. Storer 
succeeds Dr. James D. Hardy, who has resigned to 
become chiarman of the Department of Surgery at the 
University of Mississippi, Jackson, Mississippi. 

The Tennessee Valley Medical Assembly, sponsored 
by the Chattanooga and Hamilton County Medical 
Society, will hold its annual meeting in Chattanooga 
on October 3 and 4, 1955, at the Read House. 

Dr. Robert V. Brown, of the Department of Pharma- 
cology of the University of Tennessee College of Medi- 
cine, has resigned to join the staff of the Pharmacology 
Branch of the Army Chemical Center in Maryland. 

St. Mary’s Hospital in Humboldt has elected Dr. 


Continued on page 80 


Me 


MIAMI MEDICAL CENTER 


P. L. DODGE, M.D. 
Medical Director and President 


1861 N. W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of 
nervous and mental disorders and the problems 
of drug addiction and alcoholic habituation. 
Modern diagnostic and treatment procedures— 
Psychotherapy, Insulin, Electroshock, Hydro- 
therapy, Diathermy and Physiotherapy when 
indicated. Adequate facilities for recreation and 
out-door activities. Cruising and fishing trips 
on hospital yacht. 

Information on request 
Member American Hospital Association 


for chronic asthma 


QUADRINAL is given to the asthmatic to make the day more pleasant, 
lengthen the interval between paroxysms and abort recurring attacks. Vital 


capacity is increased, breathing and expectoration are easier, and the 
patient feels more relaxed and comfortable. 


Each QUADRINAL tablet contains ephedrine 
hydrochloride and phenobarbital, % gr. each, 
Phyllicin (theophylline calc. sal.) 2 grs. and 
potassium iodide 5 grs. 


Dose: 2 to 1 tablet every 3 or 4 hours. 


Quadrinal, Phyllicin®, products of E. Bilhuber, Inc. 


Poe 


BILHUBER-KNOLL CORP. distributor 


ORANGE 
NEW JERSEY 


i 
Make : * 


VOLUME 48 SOUTHERN MEDICAL JOURNAL 79 . 


All hypertensives should receive 
the same initial therapy 


The consensus of research clinicians advocates Rauwolfia 
alkaloids — such as Rautensin, a standardized extract 
containing ail the hypotensive and tranquillizing Rau- 
wolfia alkaloids, free from inert material — as the first step 
in all hypotensive therapy. The lack of toxicity over a wide 
range of dosage, the tranquillizing, headache-relieving, 
pulse-slowing and gradual hypotensive action of Rautensin 
make it one of the safest preparations in the initial treat- 
ment of all types of hypertension, irrespective of severity. 


Then, too, your nervous, stress-ridden patients with early 
labile hypertension respond especially well to Rautensin. 
In the more stubborn cases requiring combination therapy 
Rautensin, used as a platform on which to build an effec- 
tive regimen, usually permits reducing the dosage of other 
hypotensive agents. Result: Less side effects. 


Each Rautensin tablet contains 2 mg. of purified Rau- 
wolfia alkaloids (alseroxylon fraction) . 


Dosage: For the first 20 to 30 days 2 tablets (4 mg.) once 
daily before retiring; thereafter 1 tablet (2 mg.) daily 
usually suffices. 


RAUTENSIN' 


for basic therapy in all hypertensives 


Rautensin is a preparation 


Smith-Dorsey » Lincoln, Nebraska + A Division of The Wander Company 
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Continued from page 78 Charles C. Trabue, IV, for the Tennessee State Medical 
Association. The physicians were: Dr. Clinton Brush, 
Dr. W. Bate Dozier, Dr. Duncan Eve, Dr. Robert Griz- 
zard, Dr. J. P. Keller, Dr. J. H. King, Dr. P. G. Mor- 
rissey, Sr., Dr. T. G. Pollard, Dr. W. E. Reynolds, Dr. 


Eugene C. Crafton, Trenton, president of the medical 
staff, Dr. Harold G. Barker, Humboldt, vice-president, 
and Dr. James D. Rozzell, also of Humboldt, will serve 


E. L. Roberts, Dr. R Teachout, and Dr. Fred L. 
Dr. James L. Hamilton, Chattanooga, has resigned as Webb. 
superintendent of Pine Breeze Sanatorium to become TEXAS 
Medical Director of the Tuberculosis Hospital at Gads- 
den, Alabama. Dr. Melvin L. Samuels, a resident in pathology at 
Dr. Samuel L. Raines, Memphis, was recently elected Baylor University Hospital in Dallas, was the recipient 
president of the American Urological Association. of the award of the Jesse H. Jones Fellowship in Can- 
The Middle Tennessee Medical Association has cer Education. 
elected Dr. Sam Hay, Murfreesboro, president, Dr. The establishment of the Dudley Jackson Fellowship 
Frank G. Witherspoo, Nashville, vice-president, and in Malignant Diseases at the University of Texas M. 
Dr. Oscar Carter, Nashville, secretary-treasurer. D. Anderson Hospital for Cancer Research, Houston, 
Dr. Grace Moulder, Shelbyville, has been elected honoring Dr. Dudley Jackson of San Antonio, was re- 
a member of the Board of Directors of the Middle cently announced by Dr. R. Lee Clark, Jr., director of 
Tennessee Heart Association, Dr. Laurence A. Gross- the hospital. 
man, president-elect, Dr. Tremaine Billings, secretary- Dr. Oscar M. Marchman, Dallas, nominated last 
| treasurer, and Dr. Rollin A. Daniel, Jr., president. All year as an emeritus member of the Texas State Medi- 
are from Nashville. cal Association, was elevated to that position of honor 
Dr. Randolph Batson, Nashville, has been named to this year. Dr. Charles S. Venable, San Antonio, was 
a Polio Instruction Team to Puerto Rico. nominated to emeritus membership also. Emeritus 


honorary degree of Doctor of Science by the Board ciation, is held by only cight messbers at this time. 
of Trustees of Blackburn College. : Dr. Truman G. Blocker, Jr., Galveston, was recently 
Dr. Roy J. Fischer has joined the staff of the VA elected president of the American Association of Plas- 


Hospital in Murfreesboro. 
The American College of Chest Physicians for Texas 


| Dr. John L. Wood, Memphis, has been awarded an membership, one of the highest honors in the asso- 


| Several Nashville physicians received pins signifying 
50 years in the medical profession awarded by Dr. Continued on page 82 


CHAIN REACTION” THERAPY. 


— rapidly 
oxygenates 
tissues and 

relieves ischemia, 

a major source 


Vasodilator — 


of pain. 
Peripheral vascular disorders THE L 2 Ved EFFECT is the 
Meniere's syndrome pronounced flush of the blush areas — evi- 
Bursitis dence to your patients of VASTRAN’S thera 
Tension headache peutic action. If desired, flushing can be 
Neuralgia avoided by prescribing VASTRAN after meals. 
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lescence, drug and alcohol habituation. 


around clime for health and comfort. 
single or en suite. 
Ws. Ray GriFFin, M.D. 
Diplomate In Psychiatry 
Wo. Ray GRIFFIN, Jr., M.D. 


Appalachian Ball 


EsTABLISHED 1916 
le, North Carolina 


An institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
There are ample facilities for classification of patients, rooms 


Mark A. GrirFin, M.D. 


Diplomate In Psychiatry 
Mark A. GriFFIN, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asneviie, N. C. 


— delivers coenzymes 
to metabolize 
accumulations of 
toxic substrates 
resulting from 
inadequate oxidation. 


EACH VASTRAN TABLET CONTAINS: 


Thiamine mononitrate............ 10 mg. 
Vitamin B,2 (from fermentation 


HENRY K. WAMPOLE & COMPANY. INC. © 440 Fairmount Ave., Philadelphio 23, Po. .. 


One tablet three 


times daily, 
preferably on an 
empty stomach. 


 — thus provides the safe, 
metabolic approach to 
control of pain caused by, 
inadequate peripheral 
circulation and impaired 
tissue metabolism. 


alee 
 Vastran AMP 


intramuscular 

For rapid, positive vase- 
dilation and metabolic 
stimulus, many doctors 
prefer Vastran AMP. 

Each ce. of solution con- 
tains: Nicotinic acid, 20 
Sis, 75 


5-Mono- 
pe acid, 25 mg. 
Literature on request. 
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‘PERIPHERAL VASCULAR DISORDERS 
i 
als, oA Bottles of 100 
and 500 scored 
. tablets. 


sphate relaxes muscle spasm 
= without impairing strength, 
shes tension and anxiety 


clouding consciousness. 


le contains mephenesin 
and glutamic acid 


sues 


Continued from page 80 


recently elected Dr. Robert B. Morrison, Austin, gov- 
ernor, and Dr. John S. Chapman, Dallas, regent. 

Dr. Titus H. Harris, Galveston, is the new auditor 
of the American Psychiatric Association. 

Dr. James M. Skelton, Mineola, has been accepted 
as a diplomate of the American Board of Internal 
Medicine. 

Dr. Vernon L. Tuck, Sherman, is a new member 
of the board of directors of the Physician’s Life and 
Accident Insurance Company of America. 


VIRGINIA 


The Virginia Society of Ophthalmology and Oto- 
laryngology has recently elected Dr. Howard L. 
Mitchell, Lexington, president, Dr. L. Benjamin Shep- 
pard, Richmond, president-elect, Dr. Edgar Childrey, 
Jr., Richmond, vice-president, and Dr. Maynard P. 
Smith, Richmond, secretary-treasurer. 

Dr. William H. Whitmore, Norfolk, has recently an- 
nounced that Dr. Philip B. Parsons is now associated 
with him in the practice of radiology. 

Dr. Harold Goodman, Richmond, has been recently 
appointed chief of the Radiological Service at McGuire 
VA Hospital. He had been acting chief since August 
1954. Dr. Goodman has also been promoted from as- 
sociate to assistant professor in radiology at the Medi- 
cal College of Virginia. 

The Virginia Academy of General Practice has re- 
cently elected the following officers: Dr. Rufus Brit- 
tain, Tazewell, president, Dr. Frank E. Tappan, Berry- 
ville, president-elect, Dr. W. Linwood Ball, Richmond, 
vice-president, Dr. Russell G. McAllister, Richmond, 
secretary, and Dr. Carl W. Meador, Richmond, treas- 
urer. 

Dr. Lewis G. Richards, Jr., Lynchburg, was recently 
elected president of the Boonsboro Community 
League. 

Dr. James T. Tucker, Richmond, was recently named 
president-elect of the Alumni Association of the Medi- 
cal College of Virginia. Dr. Tucker will succeed Dr. 
William N. Hodgkin, Warrenton. Dr. Richard Lee 
Simpson and Dr. Harvey B. Haag, both of Richmond, 
were re-elected secretary and treasurer, respectively. 


WEST VIRGINIA 


Dr. Donald R. Roberts, Elkins, was recently elected 
president of Barbour-Randolph-Tucker Medical So- 
ciety at a meeting held at St. John’s Church in Par- 
sons. Other officers elected were: Dr. Guy H. Michael, 
Jr., Parsons, first vice-president, Dr. John Lenox, 
Philippi, second vice-president, and Dr. Arch D. 
Thompson, Elkins, secretary. Dr. W. G. Harper was 
re-elected treasurer. 

Dr. Karl Weier was recently elected chairman of the 
Committee on Diabetes of the Mercer County Medical 
Society. 

Dr. Gordon R. McKinney of the Department of 
Pharmacology of the West Virginia University is one of 
the nineteen outstanding medical school teachers and 
researchers who have been named recipients of the 
1955 Lederle Medical Faculty Awards. 
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Patients with hepatic disorders should 
receive diets containing 100 to 140 grams 
of biologically complete protein together 
with whole vitamin B-complex and a 
balanced diet. Complete protein permits 
simultaneous utilization of the essential 
amino acids. Failure to provide the or- 
ganism with all the essential amino acids 
at the same time results in inability to 
synthesize protein, and makes positive 
nitrogen balance impossible. 

Brewers’ yeast—up to 50 grams daily 
—has been recommended for liver 
disease because it enjoys an outstanding 
position in the protein-rich dietary. 

a. It provides a generous proportion of 
biologically complete protein—approxi- 
mately one-half of its weight. 


b. It is of remarkably high digesti-° 


When you prescribe, be sure to specify 


VITA- F O O D’ Genuine Brewers’ Yeast 


Comprehensive Protection | in Liver Disease 


~VITA-FOOD 
E 


BR Wers’ YEAST 


© 


Cig 
$200 co. 


bility—brewers’ yeast 100%, meat 80%, 
plant protein 40 to 60%’. 

c. Brewers’ yeast is the richest natural 
source of the vitamin B-complex, and in 
addition provides notable amounts of 
important minerals. 

d. It is a good source of the lipotropic 
factors. 

e. Brewers’ Yeast* contains Factor F 
and possesses a factor or factors having 
a vitamin E-like activity, both shown to 
be beneficial in liver disease’. 

* Shown therapeutically more effective 
and only type to contain Factor F‘. 


1. Patek, A.J. Jr., Proc. Soc. Exp. Biol. & Med. 37 :329 
(1937) 2. Pollack, H. & S. L. Halpern, Therapeutic 
Nutrition, Pub. 234:57, Wash., National Research 
Council, 1952. 3. Conn, H. F., Current Therapy, 194, 
Pa., W. B. Saunders Co. (1955) 4. Schwartz, K.: 
Ann. N.Y. Acad. Sciences 57:878, 1954 5. Rosell, 
J. M.: Ion Madrid 2:441, 1942. 
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Whenever 
+ the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
rovides: supplementary 
pecs of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin By, 
protective quantities of 
/>, potassium, in a palatable and 
& readily assimilated form. 


Supplied in bottles of 2 or 6 
fluidounces. 


Dosage is 1 teaspoonful two or three times daily; 
two or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 


SEPTEMBER 1955 


Most of your gallstone cases come from this 
group, particularly women who have borne many 
children. 

CHOLOGESTIN and TABLOGESTIN aid 
prophylaxis and treatment by correcting biliary 
stasis. These salicylated bile salts compounds 
ge increase the flow and secretion of healthy 

e. 

CHOLOGESTIN contains bile salts 4 gr., 
sodium salicylate 5 gr., pancreatin 10 gr. and so- 
roy bicarbonate 10 gr. per fluid ounce; alcohol 
15%. 

The indications include non-surgical cases of 
gallstones, cholecystitis, non-obstructive jaundice, 
intestinal indigestion and habitual constipation. 

The recommended dose of CHOLOGESTIN 
is 1 tablespoonful in cold water after meals. Three 
tablets of TABLOGESTIN are equivalent to 1 
tablespoonful of CHOLOGESTIN. 


| 
HOLOGESTIN 


Liquid 


CHOLERETIC AND CHOLAGOGUE 


TABLETS 


F. H. STRONG COMPANY 


112 W. 42nd Street New York 36, N. Y. 
{ Please send me free sample of TABLOGESTIN together with 1 
{ literature on CHOLOGESTIN. i 
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DUAL-ACTION 


Terra-Cortril 


TOPICAL OINTMENT 


provides a gratifying response in a 

wide range of dermatoses, quickly resolving 
inflammation, as well as eradicating primary 
or secondary pyogenic infection.’ 


supplied: in 1/2-0z. tubes, containing 3% 
oxytetracycline hydrochloride (TERRAMYCIN®) 
and 1% hydrocortisone, free alcohol (CortRIL® ) 
in an easily applied ointment base. 


Cortril Topical Ointment 
Cortril Tablets 
Cortril Acetate Ophthalmic Ointment 


Cortril Acetate Aqueous Suspension 
for intra-articular injection 


Terra-Cortril Ophthalmic Suspension 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


*brand of oxytetracycline. 
and hydrocortisone 


{Trademark 


1. Robinson, H. 


M., Jr., et al.: South. M. J. 46:773, 1953. 
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When the jitter’s 
in more than the gut: 


the tension-easing antispasmodic 


Serpedon* helps you treat the jittery patient with the jittery gut, 
not just his spasm, which is most likely a symptom of his real trouble: 


anxiety and tension. Serpedon is 0.1 mg. reserpine, plus three alkaloids of 
belladonna, equivalent to 7 minims of the tincture. Serpedon rescues 

the patient from his symptom-producing anxiety and tension with reserpine .. . 
tranquilizes him, doesn't dull him. Serpedon stops spasm... stops it quickly, 
“gives reserpine time to exert its full, tension-easing effect. 

Recommended dose is one tablet t.i.d. Supplied in bottles of 100 scored tablets. 


Unbher Laboratories, Inc.. Mount Vernon, New York *trademark 
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‘Dolophine Hydrochloride 


(METHADON HYDROCHLORIDE, LILLY) 


An excellent analgesic, more potent than morphine 


‘Dolophine Hydrochloride’ offers prompt, which spasm of the urinary bladder is also 
profound analgesia in all types of pain, in- alleviated), and postoperative pain. 

cluding obstetrical labor. Minimal sedative 
effect and relative absence of euphoria fur- 
ther enhance its usefulness in all conditions 
in which a dependable analgesic is indicated. 


As an antitussive, ‘Dolophine Hydrochloride’ 
is usually superior to codeine, because it 
suppresses cough for longer periods of time. 
Available in 2.5, 5, 7.5, and 10-mg. tablets; 
‘Dolophine Hydrochloride’ is notably effec- single and multiple-dose ampoules; and syrup 
tive for the relief of severe pain due to malig- which contains 10 mg. of ‘Dolophine Hydro- 
nant tumors and metastases, renal colic (in chloride’ per 30 cc. Narcotic order required. 


ELI LILLY AND COMPANY -INDIANAPOLIS 6, INDIANA, U.S.A. 
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Anesthesiologists find SURITAL 
sodium (thiamylal sodium, Parke- 
Davis) a versatile anesthetic, 
readily adapted to all operative 
and manipulative procedures and 
to all anesthesiologic technics. 
SURITAL causes little laryngo- 
spasm, bronchospasm, respiratory 
or circulatory depression. And 
patients are spared unnecessary 
distress because SURITAL affords 
rapid, smooth induction and re- 
covery usually without nausea, 
vomiting or excitement. 


proved advantages 


SURITAE sodium 


ultrashort-acting intravenous anesthetic 


PARKE,DAVIS & COMPANY _ petroit, MicHiGAN 


Detailed information on SURITAL sodium is available on request. 
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